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t  M'Audle,  John  Stephen,  F.R.C.S.,  Surgeon  St.  Vincent's  Hospital  and 
the  Mullen  Convalescent  Home,  7  Merrion-street,  Upper,  Dublin.  [1] 
1889  M'Bbide,  Charles,  M.D.,   F.R.S.   Edin.,    Parochial  Medical  Officer, 
Wigtown,  Scotland. 

1887  M*Cutcheon,  A.    K.  F.,  L.R.C.P.,  L.R.C.S.,  Physician  Drumcondra 
Hospital,  3  Rutland-square,  Dublin. 

1891  McDonnell,  Hercules  Henry,  M.D.,  M.Ch.,  Surgeon  Louth  County 
Infirmary,  Dundalk. 
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1883  M'Kbown,  William  A.,  M.D.,  Surgeon  Eye  and  Ear  Infirmary,  20 
€k)Ilege-8quare,  East,  Belfast. 

1887  Macnaxaba,  P.  J.,  M.D.,  F.R.C.S.,  Sarsfield's  House,  Kilmallock,  Co. 
Limerick. 

1887  McWxBNET,  K  J.,  M.D.,  M.Gh.,  Pathologist  Mater  Misericordin  Hos- 
pital, 84  St  Stephen's-green,  Dublin. 

1895  M*fluoH,  MiOHAEL,  M.A.,  M.D.,  Unir.  Dub.,  L.R.C.S.,  Physician  St. 

Vincent's  Hospital,  25  Harcourt-street»  Dublin. 

t  Madden,  Thomas  Mobk,  M.D.,  F.R.C.S.,  Edin.,  M.R.G.P.,  Obstetric 
Physician  Mater  MiserioordisB  Hospital,  Physician  to  St.  Joseph's 
Hospital  for  Sick  Children,  55  Merrion-square,  South,  Dublin. 

1883  Marques,  L.  Pebeiba,  M.R.C.P.,  L.R.C.S.,  Medical  Officer  Victoria 
Gaol  Hospital,  late  Superintendent  Lock  Hospital,  Hong  Kong, 
China. 

t  Mabtin,  William  James,  M.D.,  F.R.C.P.  Edin.,  Physician  Jervip- 
street  Hospital  and  St.  Joseph's  Infirmary  for  Children,  17  Harcourt- 
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1896  Mabtlet,  Fbancib  C,  M.A.,  M.D.,  Camb.,  M.R.C.S.Eng.  A  L.R.C.P. 

Lon.,  late  House  Physician  St.  Mary's  Hospital,  Upper  Merrion- 
street,  Dublin.    [1] 

t  Mason,  Samuel  Robebt,  M.B.,  F.R.C.S.,  Ex-Master  Coombe  Hospital, 
Professor  of  Midwifery  Royal  College  of  Surgeons,  22  Merrion- 
square,  Dublin. 

t  Mason,  Thomas  Peteb,  M.B.,  F.R.C.S.,  Physician  Mercer's  Hospital, 
45  Harcourt-street,  Dublin. 

1897  Maunsell,  R.  Chables  B.,  M.B.,  B.Ch.,  B.  AO.,  Dub.,  47  Fitzwilliam- 
square. 

1 885  Maxwell,  Patbick  W.,  M.D.,  Ophthalmic  Surgeon  Jervis-street  Hospital, 
Assistant  Surgeon  National  Eye  and  Ear  Infirmary,  19  Lower 
Baggot-street,  Dublin. 

+  Meldon,  Austin,  F.R.C.S.,  Ex-President  Royal  College  of  Surgeons, 
Surgeon  Jervis-street  Hospital,  15  Merrion-square,  N.,  Dublin. 

1883  MiDDLETON,  William  Henbt,  L.R.O.S.,  Surgeon  Westmeath  Co.  Infir- 
mary, MulUngar,  Co.  Westmeath. 

1894  Mills,  W.  T.,  L.R.C.P.  &  S.,  Medical  Officer,  Dispensary,  Rhode, 
King's  County. 

t  MoNTGOMEBY,  Albxandeb  Nixon,  F.R.C.P.,  Secretary  Vaccination 
Department,  Local  Government  Board,  45  Upper  Sackville-street, 
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1894  MoNTGOMEBT,  ROBEBT  JoHN,  M.A.,  M.B.,  Univ.  Dublin,  F.R.C.S., 
4  Gardiner's-row,  Dublin. 

1897  MooNBY,  H.  C,  M.B.,  F.RC.S.,  22  Lower  Baggot-street. 

t  MooBE,  Chables  Fbedebick,  M.D.,  F.R.C.S.,  Certifying  Surgeon, 
Medical  Inspector  of  Seamen,  10  Upper  Merrion-st.,  Dublin. 
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1894  MooBi»  Henbt,  L.R.C.P.  ft  S.,  Surgeon  Mercer's  Hospital,  late  House 
Surgeon  City  of  Dublin  Hospital,  late  Medical  Officer,  Basuto 
Land,  S.  Africa,  40  Lower  Baggot-street. 

t  MooBE,  John  William,  M.D.,  F.RG.P.,  Physician  Meath  Hospital, 

Professor  of  Practice  of  Medicine  Boyal  College  of  Surgeons,  40 
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t  MooBB,   BoBBBT   HxKBT,    F.B.C.S.,    Surgeon-Dentist-ln-Ordinary  to 
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t  MuBPHT,  John  Joseph,  L.B.C.P.  Ed.,  18  Harcourt-street,  Dublin. 
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Dublin. 
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1895  KiCHoiaoN,   Gboboe  Fbbdbbiok,  M.D.,  B.U.I.,  F.R.C.S.,  Surgeon- 
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f  Nixon,  Sib  Chbistopheb,  M.D.,  F.R.C.P.,  Physician  to  Mater  Miseri- 
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1889   Nolan,   Michael   James,    L.B.C.P.,    L.R.C.S.,    Resident    Medical 
Superintendent  Down  District  Lunatic  Asylum,  Downpatrick. 

1885  NoBMAN,  CoNOLLT,  F.R.C.P.,  Medical  Superintendent  Richmond  District 

Lunatic  Asylum,  Dublin. 

1886  NoBTON,    John   J.,   L.R.C.P.,    Medical    Officer  Dispensary  District, 

Leighlinbridge,  Co.  Carlow. 


t  O'Cabboll,  Joseph  Fbancis,  M.D.,  F.R.C.P.,  Physician  Riohmcnd, 
Whitwortb,  and  Hardwicke  Hospitals,  27  Westland-row,  Dublin.   [1] 

1896  Odxvainb,  Fbbdinans,  F.R.C.S.,  Ophthalmic  Surgeon  St.  Vincent's 
Ho^tal,  67  St  StephenVgreen,  S.,  Dublin. 

1883  O'Ebbfb,  Patbiok,  M.D.,  Resident  Medical  Officer  Mountjoy  Convict 

Prison,  Dublin. 
1883  Olphbbtb,  J.  Wtbbants,  M.D.,  Medical  Officer  Downpatrick  Dispensary 
District,  The  Villas,  Downpatrick. 

1883  O'Neill,  William,  M.D.,  M.R.C.P.  Lend.,  Physician  Lincoln  Lunatic 
Hospital,  2  Lindum-road,  Lincoln. 

t  Obmbbt,  Lambebt  Hbfenstal,  M.D.,  F.R.C.S.,  Surgeon  Meath  Hospital 
Surgeon  National  Orthopaedic  and  Children's  Hospital,  4  Merrion 
square,  West,  Dublin. 
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1891  O'RoHKE,  ChablbsT.  J.,L.R.C.P.,  L.R.C.S.,  Medical  Officer,  CrOTsakiel 
DiHpensarYt  Co.  Meath.     [Resifftitd.] 

1891  O'SULUVAK,  A.  C,  M.B.,   F.T.C.D.,  Lecturer  on  Pathology  Trinity 
College,  Pathologist  Richmond  Hospital,  Dublin. 

+  O'SuLLiVAN,  Stephen,  M.D.,  F.R.C.S.,  Professor  of  Surgery,  Queen's 
College,  Cork,  Surgeon  North  Infirmary,  7  Sidney -place,  Cork. 

t  OuLTON%  Henby  W.,  M.D.,  L.R.C.S.,  Assistant  Surgeon  Dublin  Metro- 
politan Police,  6  North  Frederick-street,  Dublin. 

1893  Pab8ON0»  Alfbbd  Robebt,   M.B.  Univ.  Dublin,  F.R.C.P.,  Physician 
City  of  Dublin  Hospital,  27  Lower  Fitzwilliam-street,  Dublin. 

1889  Patteson,  Robebt  Glasgow,  M.B.,  F.R.C.S.,  Surgeon  Meath  Hospital, 
20  Lower  Baggot-street.     [1] 

1895  PiACOCKE,  Geo.  F.,  M.D.,  B.Ch.,  Dnb.,  12  Lower  Fitzwilliam-street. 

t  Peabsall,  W.  Booth,  F.RC.S.,  Surgeon  Dental  Hospital,  13  Upper 

Merrion-street. 
1887  Peabson,   Chables   Yelvebton,   M.D.,   F.R.C.S.  Eng.,  Professor  of 

Materia  Medica  Queen's  College,  1  Sydney -place,  Cork, 
t  Pechet-Phipson,    Mabt    Edith,    M.D.,    L.R.C.P.,    Cumballa    Hill, 

Bombay. 

1883  Pope,  Fbedbbick  Alexanseb,  M.B.,  Medical  Officer  Throat  and  Ear 
90  Pembroke-road,  Dublin.     [Reiigned  Feb.  8,  1898.] 

+  Pollock,  James  Febbieb,  M.D.,   F.R.C.P.,  Medical  Officer  Meuth 
Industrial  Schools,  Avoca  House,  Blackrock. 
1885  PoTTEB,  Henbt,  F.R.C.S.,  Brigade  Surgeon  Indian  Army,  88  Belgrave- 
square,  Rathmines. 
t  Pbatt,  Joseph  Dallas,  M.B.,  F.RC.S.,  Surgeon  Jervis-street  Hospital, 
25  Lower  Fitzwilliam-street,  Dublin. 

1895  Fbioe,  Abthub  Geobov,  M.B.,  B.Ch.,  Univ.  Dublin,  Greystones. 

t  PuBEFOT,  Richabd  Dabcbb,  F.R.C.S.,  Master  Rotunda  Hospitab 
20  Merrion-square,  Dublin.     [1] 

.  t  PuBSEB,  John  Malbt,  M.D.,  F.R.C.P.,  Professor  of  Institutes  of 
Medicine  in  the  School  of  Physic,  Physician  Sir  Patrick  Dun's 
Hospital,  3  Wilton-terrace,  Dublin. 

t  QuiNLAN,  Fbancis  John  Boxwell,  M.D.,  F.R.C.P.,  Consnlting  Physi- 
cian St.  Vincent's  Hospital,  Professor  of  Materia  Medica  and  Thera- 
.peutics  Catholic  University,  29  Lower  Fitzwilliam-street,  Dublin. 

8  93  Rahbaut,  Daniel  Fbedbbick,  M.D.  Univ.  Dublin,  Assistant  Medical 
Officer  Richmond  District  Asylum,  Dublin. 

t  Redmond,  Joseph  Michael,  M.D.,  F.R.C.P.,  Physician  to  Mater 
MisdrioordisB  Hospital,  Senior  Physician  to  Cork-street  Fever 
Hospital,  41  Merrion-square,  Dublin. 
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1897  Redmond,  J.  O'Connill,  L.R.C.P.  ft  S.,  15  Talbot-etreet. 

1891  RooHE,  Anthony,  M.R.C.P.,  L.R.C.S.,  Professor  of  Medical  Juris- 
pmdence.  and  Public  Health  Catholic  University  Medical  School, 
91  St  Stepben's-green. 

1892  RuTHERFOBD,  WiLLiAif,  M.D.,  F.R.C.P.Ed.,  Visiting  Physician  District 
Asylam,  Ballinasloe. 

t  Scott,  Chables  Mason,  L.R.C.S.,  Rockingham,  Kingstown,  Co.  Dublin, 

t  Scott,  John  Alfred,  M.D.,  F.R.C.S.,   Professor  of  Physiology  Royal 
College  of  Surgeons,  36  Lower  Baggot-street,  Dublin. 

1S87  Scott,   John  Harbison,  M.B.,  r.R.C.S.,  Surgeon  Adelaide  Hospital, 
59  Fitzwilliam  square,  Dublin. 

1897  Scully,  Reginald  W.,  L.R.C.P.  &  S.,  39  Upper  Fitzwilliam-street. 

1886  Smith,  Ali^bed  J.,  M.B..  Gynaecologist  St.  Vincent's  Hospital,  32  Lower 
Baggot  street,  Dublin.    [2] 

1889  Smith,  James,  L.R.C.P.,  F.F.P.S.  Gbwg.,  Snugville,  ShnnkhiU-road. 

Belfast. 
1 895  Smith,  R.  Tbavbbs,  M.B.,  B.Ch.,  Univ.  Dub.,  20  Lower  Fitzwilliam-street 

t  Smith,  Walteb  Geoboe,  M.D.,  Ex-President  R.C.P.,  King's  Professor  of 
Materia  Medica  School  of  Physic,  and  Physician  to  Sir  Patrick 
Dun's  Hospital,  25  Merrioo -square,  Dublin. 

+  Smtlt,  Sib  Philip  Cbamfton,  M.D.,  F.R.C.S.,  Surgeon  Meath  Hospital, 
Surgeon  to  the  Hospital  for  Throat  and  Ear  Diseases,  4  Merrion- 
square.  North,  Dublin. 

t  Smtlt,  William  Jobiah,  M.D.,  F.RC.P.,  late  Master  Rotunda  Lying4n 
Hospital,  58  Merrion-square,  S.,  Dublin.     [1] 

1897  Stappoed,  T.  J.,  L.R.C.S.  &  C.P.,  L.M.C.P.,  Medical  Inspector.  Local 
GioYemment  Board,  9  Fitzwilliam-square. 

1894  Stevens,  Thomas  G.,  L.R.C.P.4&S.,  Assistant -Master  Coombe  Hospital, 
23  Upper  Fitzwilliam-street,  Dublin. 

t  Stokeb,  Sib  Thobnlet,  M.D.,  late  President  R.C.S.,  Surgeon  Rich- 
mond Hospital,  Surgeon  Swift's  Hospital  for  Lunatics,  8  Ely-place, 
Dublin. 

+  Stokes,  Sib  William,  F.R.C.S.,  Surgeon  to  the  Queen  in  Ireland, 
Surgeon  Meath  Hospital,  Professor  of  Surgery  Royal  College  of 
Surgeons,  5  Merrion-square,  North,  Dublin. 

t  Stobt,  John  Benjamin,  M.B.,  F.R.C.S.,  Surgeon  St.  Mark's  Ophthalmic 
Hospitij,  Ophthalmic  Surgeon  Steevens'  Hospital,  Professor  of 
Ophthalmic  Surgery  R.C.S.,  6  Merrion-square,  N.,  Dublin. 

1889  Stobt,  W.  G»,  M.B.,  B.Ch.,  8  Upper  Fitzwilliam-street,  Dublin. 

t  Swan,  Robebt  LapaVette,  F.R.C.S.,  Surgeon  Steevens*  Hospital  and 
Dublin  Orthopsedic  Hospital,  32  St.  Stephen's-green,  N.,'  Dublin. 
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f  SwANZY,  Henby  Bosborough,  M.B.,  F.R.C.S.,  Surgeon  National  Eye  and 
Ear  Infinnary,  Dublin,  Ophthalmic  Surgeon  Adelaide  Hoepital, 
28  Merrion-iquare,  North,  Dublin. 

1893  Stubs,  Wm.  Lahgfobd,  F.R.C.P.,  J.P.,  ftc. ;  AasisUnt  Physician 
Dublin  Orthopedic  Hospital,  Physician  Homes  for  Destitute  Child* 
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1898  STHiNftTON,  JoBirsoir,  M.D.  Edin.,  Professor  of  Anatomy  Queen's  Coll., 
Carlindean,  Windsor-avenue,  N.,  Belfftst. 
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1897  Thompsok,  W.  H.,  M.D.,  F.B.C.S.  Eng..  Professor  of   Physiology. 
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27  Haroourt-street,  Dublin.    [I] 
*    t  Thomson,  Sir  William,  F.R.C.S.,  President  R.C.S.,  Surgeon  Rich- 
mond Hospital,  64  St  Stephen's-green,  £.,  Dublin.    [1] 

1892  Thunder,  Edmund,  L.R.C.S.ftP.,  Newbridge,  Co.  Kildare. 

1891  TiCHBORNB,    Charlib  Bobrrt   Clarks,   LL.D.,  L.B.C.S.,    Professor 

of  Chemistry,  Pharm.  Society,  Ireland,  15  North  Great  George*s- 

street, 
f  ToBiN,  Richard  Francis,  F.R.C.S.,  Surgeon  St.  Vincent's  Hospital, 

60  St.  Stephen's-green,  DubUn.    [2] 
1889  Todd,  H.  Ross,   L.RC.P.,  UR.C.S.,   Medical    Officer  10th  District 

Croydon  Union,  Warlingham,  Surrey. 

1898  TWRBDT,  Ernest  Hastings,  L.R.C.P.,  L.R.C.S.,  late  Assistant  Master 

Rotunda  Hospital,  71  Lower  Baggot-street,  DubUn.     [1] 

t  TwEBDY,  Hbnbt  Colpots,  M.D.,F.R.C.P.,  Physician  Steevens' Hospital, 
7  Clare-street,  Dublin.    [1] 

t  Usher,  Isaac  William,  L.RC.S.,  Medical   Officer  Dundrum  No.  1 
Dispensary,  Rathdown  Union,  Tudor  House,  Dundrum,  Co.  Dublin, 


t  Ward,  Montgombbt  Albert,  M.D.,  F.R.C.S.,  Surgeon  to  Mercer's 

Hospital  and  to  Maison  de  Sant^,  19  Rathmines-rd.,  Dublin.  [D0ad.1 

t  Wheeler,  William  Ireland,  M.D.,  F.RC.S.,  Surgeon  City  of  Dublin 
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1889  Whitla,  William,  M.D.,  Physician  Royal  Hospital,  Professor  of  Materia 
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1898  WlQODER  Sblik,  M.D.  Leipzig,  L.R.C.P.  &  S.  Edin.,  5  Hanington-sL 

1892  Wilkinson,  John  W.,  L.R.C.S.  &  P.,  late  Assistant  Surgeon  Richmond 
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mond  HoBpitid,  39  Merrion-square,  Dublin.     [1] 
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1885  GiBBS,  BiCHABD,  L.B.C.S.,  Medical  Officer  Coolock  Dispensary  District, 
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1895  Ramsbottom,  Ai^bbd  E.  W.,  L.R.C.P.,.F.R.C.S.,  B<)x  51,  Johannes- 
burg, South  Africa. 
1898  Redin^ton,  Johv,  L.R.C.P.  A  S.,  Richmond  Asylum. 

1885  RiDLBT,    Geobok    p.,    L.R'.C.S.,    L.R.C.P.,    Surgeon  King's    County 
Infirmary,  Tallamore,  King's  County. 

1885  Shaw,  James,  L.R.C.S.,  93  Talbot-street,  Dublin. 

+  Speedy,  Albebt  O.,  L.R.C.P.  Ed.,  Medical  Officer  No.  3  Dispenbary 
District,  North  Dublin  Union,  23  North  Frederick-street,  Dublin. 

1884  Stbahan,   Michael,    L.R.C.S.,   Medical   Officer   No.    2    North    City 
<       Dispensary  District,  38  Rutland-square,  Dublin. 

1895  TuBUEB,  David,   L.R.C.P.  &  S.,  late  Resident  Medical   Officer  Royal 

Hospital  for  Inctirables,  68  Grosvenor-road,  Hathmines. 

1896  Watland,.R.  S.,  L.R.C.P.  &  S.,  54  South  Richmond-street,  Dublin. 
1895  WiNTEB,  Wm.  a.,  M.D.,  B.Ch.  Dub.,  5  Upper  Leeson-street,  Dublin. 
1887  WtnnBi  Geo.  Nesbitt,  M.p..  M.Ch.,  .81  Harcourt- street,  Dublin. 
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Gluttebbuok,  Lieut. -Col.,  7  Lower  Pembroke-street. 
Cbawfobp,  John  Maonaw,  113  Donore- terrace,  S.O.R. 

DoNELAN,  Thos.  O'Conob,  Mater  Misericordiae  Hospital. 
Dbeapeb,  Fbances,  School  of  Medicine,  Cecilia-street. 

English,  Adeline,  School  oi  Medicine,  Cecilia-street. 

Habpeb,  Isabel  WAifTYN,'8  Belgpove-rillas,  Clontirf. 
Houston,  Wm.,  15  Grantham-street. 

Kellt,  Wm.  D.,  6  Raglan-joad. 
Knox,  E.  B.,  40  Trinity  College,  Dublin, 
Ltnn,  KathXiEEN,  Medical  Bchpol,  Cecilia  street. 
Meldon,  Gboboe  p.;  15  Merrion-square. 

O'Fabbbll,  Lewis  Mobe,  M.D.,  Medical  School,  Cecilia-street. 
O'Connell,  John,  School  of  Medicine,  Cecilia-street 

SoABLETT,  Hon.  Ella,  S3  York-street. 

Spaioht,  Hbnbt,  Meath  Hospital 

Stewabt,  Pebcy,  8  Ely-place. 

Swanzt,  H.  Hubebt,  26  Cambridge-road,  Rathmines. 


RULES 


1.  The  name  shall  be,  "  Botal  Academy  of  Medicine  in  Ireland."  (1887.) 

ConstUiUion. 

2.  The  Academy  skftU  con^iflt  of  Fellows,  Honorary  Fellows,  Members,  and 
Student  Ajnociates. 

Management. 

3.  The  affairs  shall  be  managed  by  a  Council,  consisting  of  the  President, 
Ex-Presidents  (1893),  the  six  Presidents  of  Sections,  the  General  Secretary 
and  Treasurer,  the  Secretary  for  Foreign  Correspondence,  six  Secretaries  of 
Sections,  and  eight  Councillors,  being  two  representatives  from  the  Medical, 
Surgical,  Obstetrical,  and  Pathological  Sectional  Councils  respectively. 

Meetings. 

4.  The  Meetings  shall  be  General  and  Ordinary. 

Pahlication  of  "  TranmciiontJ" 

^  5.  The  "  Tranaactions"  shall  be  published  by  the  Council,  subject  to  the  pro- 
visionB  hereinafter  contained. 

Original  FelloicM  and  Members. 

6.  All  the  Members  of  the  present  Societies  (Medical,  Surgical,  Obstetrical, 
and  Pathological)  shall  be  Original  Fellows  or  Members,  without  entrance  fee, 
on  payment  of  the  annual  subscription  on  or  before  31st  December,  1882.^ 

Fellows. 

7.  Fellows  of  the  Royal  College  of  Physicians  of  Ireland,  and  of  the 
Royal  College  of  Surgeons  in  Ireland,  shall  be  admitted,  without  ballot,  on 
payment  of  the  entrance  fee  and  the  subscription  for  the  current  year.  All 
others,  being  Registered  Medical  Practitioners  not  directly  or  indirectly  engaged 
in  the  sale  of  drugs,  shall  be  proposed  by  two  Fellows,  and  elected  by  ballot  by 
the  Council. 

8.  Candidates  shall  be  proposed  at  one  Meeting  of  the  Council,  and  ballote<l 
for  at  the  next — one  black  bean  in  four  to  reject. 

8a.  That  all  Rules  referring  to  the  admission  of  Fellows,  Members,  and 

Student  Associates  shall  be  interpreted  as  referring  to  Ladies  as  well  an 

Crentlemen.  ^ 

Privileges  of  Fellows. 

9.  Fellows  only  shall  be  eligible  for  office  in  the  Academy.  They  shall  have 
the  privilege  of  attending  all  Meetings  of  the  Academy,  of  making  Communi- 
cations, and  of  voting  and  speaking  at  such  meetings.  They  shall  also  receive 
a  copy  of  the  **  Transactions." 

•  Thoce  who  have  paid  a  Life  Sabscription  to  any  of  the  above  S<K:ietie8  will  be  admitted  to 
the  privilege  of  Fellows  on  payment  of  Member's  subscription. 
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10.  These  privileges  shall  not  be  exercised  by  any  Fellow  in  arrear  with  h 
sabecription. 

Honwcary  FeUawi, 

11.  Honorary  Fellows,  limited  in  namber  to  25,  may  be  nominated  by  the 
Council,  and  elected,  on  motion  at  a  Greneral  Meeting  of  the  Academy  by  a 
majority  of  at  least  two-thirds  of  those  present  and  voting. 

Memher$. 

12.  Any  Registered  Medical  Practitioner  may  be  elected  as  a  Member,  the 
election  to  be  conducted  in  the  same  manner  as  that  of  Fellows. 

PrivUeges  of  Memhert, 
18.  Members  shall  have  the  privilege  of  'attending  the  Ordinary  Meetings  of 
the  Academy,  of  making  Communications,  and  of  taking  part  in  debate.   They 
can  purchase  the  "  Transactions  "  at  cost  price. 

Student  Atioeiatet. 

14.  Registered  Medical  Students  may  be  elected  Student  Associates  for  the 
period  of  one  year.  The  Hubsuription  must  be  paid  before  election,  and  the 
Council  may  elect  without  notice  of  motion. 

15.  Student  Associates  shall  have  the  privilege  of  attending  the  Ordinary 
Meetings  of  the  Academy. 

^Hfiua^  SubicripHon, 

16.  Fellows  shall  pay  £2  2s.,  and  Members  £1  Is.  Student  Ansodates  shall 
pay  5s.  The  Subscription  shall  become  due  on  the  1st  of  October  in  each  year, 
and  if  the  Subscription  be  not  paid  on  or  before  the  first  Meeting  in  February, 
the  defaulter  shall  cease  to  belong  to  the  Academy,  unless  the  delay  shall  be 
accounted  for  to  the  satisfaction  of  the  Council  No  Fellow  shall  vote  at  the 
Annual  General  Meeting  who  has  not  paid  his  subscription  for  the  year. 
Medical  Officers  of  the  Army  and  Navy,  and  Registered  Medical  Practitioners 
not  residing  within  15  miles  of  Dublin,  are  eligible  as  Fellows  of  the  Academy 
on  payment  of  the  entrance  fee,  and  an  annual  Subscription  of  £1  Is. 

Entrance  Fee, 

17.  After  admission  of  Original  Fellows,  all  Fellows  shall  pay  an  entrance 
eeof  £1  Is, 

Council, 

18.  The  Council  shall  meet  on  the  first  Wednesday  in  the  month  throughout 
the  Session,  or  oftener  should  they  see  occasion— five  to  form  a  quorum. 

19.  Notice  of  all  Extraordinary  Meetings  shall  be  transmitted  by  the  Secre- 
tary to  every  Member  of  the  CounciL  The  President  or  any  five  Members  of 
Council  may  call  an  Extraordinary  Meeting  of  the  Council.  The  Council  shall 
determine  questions  by  vote,  or  by  division  if  so  demanded,  the  President  having 
a  casting  vote  only.  Any  regulation  of  the  Council  shall  have  the  force  of  a  law, 
until  submitted  to  the  next  Greneral  Meeting.  The  Council  shall  have  the 
power  of  filling  up  any  vacancies  which  may  occur  in  the  list  of  Officers  of  the 
Academy,  except  that  of  President,  before  the  Annual  Greneral  Meeting.  If  a 
vacancy  in  the  office  of  President  should  occur,  the  General  Council  shall 
summon  a  Special  Greneral  Meeting  of  the  Academy  to  fill  such  vacancy,   (1888.) 
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Sectional  CaunciU, 

20.  There  shall  be  six  Sectional  Coancils  elected  by  the  Annual  Greneral 
Meethig  in  October,  termed  respectively — the  Medical,  the  Surgical,  the  Obste- 
trical, and  the  Pathological,  the  State  Medicine,  and  the  Anatomical  and 
Fhjnological  Councils. 

21.  No  Fellow  shall  be  eligible  as  a  candidate  for  election  on  mofe  than 
tvo  Sectional  Councila,  but  no  Fellow  shall  be  eligible  as  a  candidate  for  elec- 
tioii  on  both  the  Medical  and  Surgical  Sectional  Councils.    (1888.) 

22.  Each  Sectional  Council  shall  consist  of  the  President  of  the  Section  and 
ten  Members,  one  of  whom  shall  act  as'  Secretary  to  the  Section  ;  except  the 
State  Medicine  and  Anatomical  and  Physiological  Councils,  which  shall  each 
coDost  of  a  President  and  six  Members.    (1888). 

Meetingt  of  Sectional  Councils, 

23.  Each  Sectional  Council  shall  meet  on  a  fixed  day  at  least  one  week 
before  the  Ordinary  Meeting  of  their  Section,  three  to  form  a  quorum. 

PoTcert. 

24.  Each  Sectional  Council  shall  have  the  power  of  making  any  such  arrange- 
ments as  it  thinks  necessary  to  carry  on  the  work  of  the  Ordinary  Meetings 
which  are  under  its  charge,  provided  that  such  arrangements  do  not  interfere 
with  the  general  laws  of  the  Academy  ;  and  any  Rules  laid  down  by  such 
GoDndl  shall  have  the  force  of  laws  at  the  Ordinary  Meetings  under  its  charge^ 
imtil  submitted  to  the  General  Council. 

25.  Each  Sectional  Council  shall  have  the  power  of  filling  up  any  vacancies 
that  may  occur  among  its  Members  until  the  Annual  General  Meeting. 

Committee  of  Rrferenee. 

26.  The  Oiuncil  shall  appoint  a  Committee  of  Reference,  to  report  upon, 
morbid  growths  and  other  specimens  exhibited  before  the  Academy  ;  of  this- 
Committee  the  Exhibitor  dhall,  for  the  occasion,  be  a  Member. 

Officers. 

27.  A  President,  to  be  elected  by  the  Annual  Greneral  Meeting  in  October,, 
and  to  hold  office  for  three  years. 

28.  The  Presidents  of  the  Colleges  of  Physicians  and  Surgeons  for  the  time 
being  shall  be  the  Presidents  of  the  Medical  and  Surgical  Sections.  The 
Presidents  of  the  other  Sections  shall  be  elected  by  the  Fellows  at  the  Annual 
General  Meeting,  and  shall  hold  office  for  two  years.    (1888.) 

29.  One  Greneral  Secretary  and  Treasurer  to  be  elected  at  the  Annual 
General  Meeting. 

30.  It  is  expedient  that  a  fixed  salary  (of  one  hundred  guineas)  shall  be 
paid  yearly  to  the  General  Secretary  in  consideration  of  the  fact  that  the 
editing  of  the  "  Transactions"  is  part  of  his  duties. 

81.  One  Honorary  Secretary  for  Foreign  Correspondence  to  be  elected  at  the 
Annual  General  Meeting.     (1888.) 

82.  The  Councillors  for  each  Section  to  be  elected  at  the  Annual  Greneral 
Meeting.     Each  Sectional  Council  shall  elect  two  Members  to  act  on  the- 
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Oreneral  Council,  except  iu  the  case  of  the  Sections  of  State  Medicine  and 
Anatomy  and  Physiology.     (1888.) 

33.  Two  Members  in  each  Sectional  Council  shall  retire  annually,  and  )>e 
ineligible  for  re-election  for  one  year,  except  in  the  Council  of  the  Section 
of  Anatomy  and  Physiology,  in  which  only  one  shall  retire  (Oct.,  1896). 

34.  Six  Secretaries,  one  for  each  Section,  to  be  appointed  by  the  Sectional 
Councils. 

35.  At  all  elections  after  the  year  1882,  any  Fellow  desirous  of  nominating 
a  candidate  for  election  shall,  at  least  one  fortnight  before  the  Annual  General 
Meeting,  forward  an  application  to  the  General  Secretary  to  enter  the  name 
of  such  Fellow  on  the  list  of  candidates  for  office,  provided  that  the  Fellow 
flo  nominated  shall  have  consented  to  act.     (1891.) 

36.  That  all  elections  shall  be  by  ballot,  but  Fellows  residing  more  than 
15  miles  from  Dublin,  and  those  incapacitated  from  attending  by  illness  (to  be 
certified),  may  record  their  votes  by  ballot  papers,  sent  to  the  presiding  officer 
in  sealed  envelopes  provided  for  that  purpose  (Oct.,  1896). 

Duties  of  Officers, 

37.  The  President  shall  preside  at  the  Annual  and  Special  General  Meetings 
and  at  General  Council  Meetings.  In  the  absence  of  the  President,  the  Chair* 
man  shall  be  appointed  by  the  meeting.     (1888.) 

38.  The  Presidents  of  Sections  shall  preside  at  the  Ordinary  Meetings  of  the 
Academy,  and  shall  also  preside  at  the  Sectional  Council  Meetings.  In  the 
absence  of  the  President,  the  C  bairman  sh  all  be  appointed  by  the  meeting.  ( 1 888) . 

39.  The^Qeneral  Secretary  shall  attend  all  General  Meetings  of  the  Academy 
and  General  Council.  He  shall  take  minutes  of  such  meetings,  to  be  read  at 
the  following  meeting. 

40.  He  shall  receive  and  have  charge  of  all  papers  intended  for  publication 
in  the  "  Transactions  "  of  the  Academy,  after  they  have  been  handed  over  to 
him  by  the  Secretaries  of  the  several  Sections. 

41.  He  shall,  on  receiving  notice  from  the  Secretary  of  a  Section,  send  out 
to  all  the  Members  notices  of  the  title  or  titles  of  the  paper  or  papers  for  the 
next  Ordinary  Meeting,  with  the  name  or  names  of  the  authors,  and,  so  far  as 
possible,  of  the  subjects  for  Exhibition,  with  the  names  of  the  Exhibitors. 

42.  He  shall  arrange  for  the  Exhibition  of  specimens  and  the  reading  of 
papers,  which  are  forwarded  to  the  Academy  by  those  who  are  absent,  or  are 
not  members. 

43.  The  General  Secretary  and  Treasurer  shall  receive  all  moneys,  and  lodge 
the  same  in  bank  to  the  account  of  the  Academy,  and  all  cheques  shall  be 
signed  by  the  Treasurer  and  one  other  Councillor. 

44.  The  Accounts  shall  be  audited  by  two  Fellows,  not  Members  of  Council,  to 
be  appointed  by  the  President  at  some  meeting  previous  to  the  Annual  Meeting. 

Duties  of  Secretaries  of  Sections, 

45.  To  attend  the  Meetings  of  the  Council  of  the  Section  and  the  Ordinary 
Meetings  of  the  Academy,  under  the  management  of  said  Council,  and  to  take 
minutes  at  such  meetings,  to  be  read  at  the  next  following  meeting  of  that  Section. 
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4tJ.  T<$  keep  such  papers  as  the  Sectional  Councils  deem  worthy  of  publi- 
catioD,  for  the  purpose  of  handing  them  over  to  the  Greneral  Secretary. 

47.  To  inform  the  Secretary  of  the  Committee  of  Reference  of  any  specimens 
referred  to  that  Comrmittee,  and  to  transfer  the  specimens  to  that  Secretary. 

48,  To  give  notice  to  the  General  Secretary,  one  week  previously  to  the  meet- 
ing, of  the  titles  of  papers  for  the  evening,  the  names  of  the  authors,  and,  so  far 
as  possible,  the  objects  for  Exhibition,  with  the  names  of  Exhibitors,  so  that 
the  General  Secretary  may  inform  the  Members. 

Meetings. 

49.  The  Annual  Greneral  Meeting  to  take  place  on  the  last  Friday  in 
October,  for  the  election  of  Officers  and  Members  of  Council,  and  for  the 
gener^  business  of  the  Academy. 

50.  Due  notice  of  the  meeting  shall  be  given  by  the  Secretary  to  all  Members 
at  least  three  weeks  previously.     (1891.) 

51.  No  motion  involving  a  change  of  these  Rules  shall  be  brought  before  this 
meeting  except  one  week's  notice  thereof  shall  have  been  given  by  the  Secretary 
to  each  Member. 

52.  The  President  may — and  shall  forthwith,  on  receiving  a  requisition  signed 

by  seven  Fellows,  at  any  time — on  giving  one  week's  notice,  summon  a  Special 

General  Meeting,  for  the  consideration  of  particular  business,  the  nature  of 

which  must  be  specified  in  the  letter  of  summons  convening  the  meeting,  and 

at  such  meeting  no  other  business  can  be  transacted.     In  the  event  of  the 

President  being  unable,  from  any  cause,  or  declining,  to  summon  a  Special 

General  Meeting  of  the  Academy,  it  shall  be  in  the  power  of  the  General 

Conncil  to  summon  such  meeting.     (1888.) 

Ordinary  Meetings. 

53.  The  communications  to  be  submitted  to  the  Ordinary  Meetings  shall  be 
grouped  under  the  following  heads  : — Medicine,  Surgery,  Pathology,  Obstetrics, 
State  Medicine,  and  Anatomy  and  Physiology  ;  and  the  conduct  of  such  meet- 
ings shall  be  in  the  hands  of  the  several  Sectional  Councils,  each  Sectional 
Council  to  have  the  management  of  the  Ordinary  Meeting  in  rotation,  as 
arranged  by  the  General  CounciL     (1888.) 

54.  The  Ordinary  Meetings  shall  be  held  on  every  Friday  evening,  from  the 
first  Friday  in  November  until  the  last  Friday  in  May,  inclusive,  at  eight 
o'clock,  except  during  the  Christmas  and  Easter  recesses. 

55.  All  Fellows,  Members,  and  Student  Associates  attending  the  meetings, 
shall  write  their  names  in  the  attendance  book. 

-  56.  Any  Fellow  or  Member  may  introduce  two  Visitors  by  cards  obtained 
from  the  Sectional  Secretaries. 

57.  Officers  of  the  Army  or  Navy  Medical  Departments  shall,  on.  presenting 
their  cards,  be  admitted  to  the  Ordinary  Meetings  of  the  Academy. 

.  58.  No  communication  shall  exceed  twenty  minutes  in  its  delivery,  nor  any 
speech,  thereon  ten  minutes,  except  by  permission  of  the  Chaimian.  No  one 
shall  speak  twice  upon  the  same  communication,  except  the  a-Jtthor,  who  has 
the  right  of  reply. 
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58  (a).  A  paper  by  any  other  than  a  Fellow  or  Member  of  the  Academy 
shall  not  be  read  before  the  Academy  nnlees  the  author  of  such  a  oommnnica* 
tion  BbaU  have  obtained  permission  to  do  so  from  the  Council  of  the  Section 
before  which  the  communication  is  proposed  ta  be  read.    (1892.) 

Ordinary  Meetin^t. — Order  of  BtuineM, 

59.  (1.)  Chair  to  be  taken  at  8  SO  p.m. 

(2.)  Chairman  to  read  list  of  specimens,  &c.,  exhibited  by  card,  together 
with  the  names  of  the  Exhibitors. 

(3.)  No  Pathological  Specimen  shall  be  exhibited  at  any  Section  other 
than  the  Pathological  and  Obstetrical,  except  by  card.  This 
Exhibition  shall  not  Wclude  any  subsequent  communication 
regarding  it  at  the  Pathological  Section. 

(4.)  There  shall  be  no  Exhibition  of  Specimens  by  card  in  the  Obstetrical 
or  Pathological  Sections. 

(5.)  Any  member  shall  have  liberty  to  exhibit  any  recent  specimen  at 
any  of  the  meetings  of  the  Obstetrical  Section,  provided  it 
illustrates  any  question  in  gynsBCology. 

(6.)  At  the  meetings  of  the  Obstetrical  Section  recent  specimens  may  be 
exhibited,  and  the  President  shall  invite  discussion  thereon,  pro- 
vided that  such  exhibition  of  specimens  or  discussion,  if  any, 
thereon,  must  terminate  at  9  o'clock,  p.m.,  but  that,  if  necessary, 
they  may  be  resumed  after  the  papers  for  the  evening  have  been 
read  and  discussed. 

(7.)  Chairman  to  ask  if  any  member  has  any  observations  to  make  or 
motion  to  propose  relative  to  any  living  specimen  on  the  List  of 
Exhibition. 

(8.)  Chairman  to  call  upon  the  author  of  the  first  paper  on  the  list  to 
read  his  paper. 

(9.)  Chairman  to  call  upon  members  to  discuss  the  paper,  or,  at  his  dis- 
cretion, to  take  any  other  paper  or  papers  on  the  list  relating  to 
the  subject,  and  have  the  discussion  subsequently  on  all  such 
papers  collectively. 

(10.)  When  the  last  paper  has  been  discussed,  the  Chairman  to  ask  i€ 
any  member  desires  to  speak  upon  any  of  the  specimens  exhibited 
by  card. 

(11.)  After  the  discussion  upon  any  specimen,  the  Exhibitor  has  the  right 
of  reply. 

Regulations  regarding  the  Exhibition  of  Specimens  by  Card, 

60.  (1.)  Any  member  may  exhibit  by  card  at  any  Ordinary  Meeting,  except 
at  the  meeting  of  the  Pathological  and  Obstetrical  Sections.  At 
the  meetings  of  the  Pathological  all  specimens  must  be  presented 
and  described  viva  voce,  and  debate  may  be  invited  thereon. 
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(2.)  Notice  sliall,  if  possible,  be  given  to  the  General  Secretary,  or  the 
Secretary  of  the  Section,  on  or  before  the  previous  Ordinary 
Meeting. 

(3.)  Specimens  must  be  in  the  room  at  7  45  on  the  night  of  Exhibition. 

(i.)  Specimens  for  Exhibition  by  card  shall  be  open  for  inspection  at 
8  p.m. 

(5.)  A  card,  containing  all  particulars  for  publication,  shall  be  placed 
with  the  Specimen.  Cards  for  this  purpose  are  to  be  obtained 
from  the  Secretary. 

(6.)  The  Exhibitor  should  be  present,  and  he  shall  furnish  further 
details  if  asked  for. 

(7.)  Every  Exhibitor  shall  submit  the  Specimen  or  SpecimeuA  on  view  %o 
the  Committee  of  Reference,  if  the  meeting  so  decide. 

Exhibition  of  Pathological  Specimens, 

61.  No  lengthened  reference  to  treatment  shall  be  allowed  upon  any  Speci- 
men, except  by  the  express  permission  of  the  Chairman.  Whenever  it  has  been 
agreed  that  a  Specimen  exhibited  at  a  Sectional  Meeting  of  the  Royal  Academy 
of  Medicine  in  Ireland  shall  be  sent  to  the  Reference  Committee  to  report 
thereon  as  to  its  nature,  the  Exhibitor  is  to  retain  the  custody  of  the  specimen 
until  he  shall  be  summoned  .  o  .«  meeting  of  said  Committee  to  be  convened  by 
ita  Secretary,  on  an  early  day,  when  he  will  attend  and  submit  it  for  exami- 
nation.   (1889). 

By-laws  concerning  **  Transactions.  " 

62.  The  "  Transactions  "  shall  consist  of  such  Communications  made  to  the 
Academy  by  or  bhrough  Fellows  or  Members  as  may  be  deemed  by  the  General 
Cooncil  suitable  for  publication  ;  also,  of  discussions  of  importance  or  interest 
arising  out  of  such  Communications. 

63.  All  Communications  accepted  by  the  Academy  become  the  property  of 
the  Academy,  but  authors  may  also  print  their  Communications,  subsequent 
to  the  reading  of  the  same  before  the  Academy,  in  any  publication  in  addition 
to  the  "Transactions.*'  Papers  shall  be  handed  to  the  Secretary  of  the  Section 
immediately  after  they  have  been  read.     (1891.) 

64.  The  "Transactions  "  for  the  year  shall  be  presented  to  all  Fellows  of  the 
Academy  who  have  paid  their  Annual  Subscriptions. 

65.  The  "  Tranaactiona  "  may  be  purchased  by  Members  at  cost  price. 

66.  The  Publication  Committee  of  each  Section  shall  meet  not  later  than 
the  Tuesday  after  each  meeting  of  the  Section,  for  the  purpose  of  abstracting 
the  proceedings — the  abstract  to  be  placed  in  the  printer's  hands  on  same 
evening,  and  forwarded  to  the  editors  of  medical  journals  with  the  least 
poBfiible  deky.    (1888.) 

67.  Contributors  of  papers  are  requested  to  send  their  papers  to  the  Academy 
printer  early  enough  to  allow  of  their  being  put  in  type  before  the  meeting, 
and  read  in  proof.     (1 888. ) 
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68.  That  on  the  evening  of  the  day  of  meeting  of  the  Sectional  Council, 
when  the  papers  for  the  next  meeting  have  been  decided  upon,  a  circular  be 
sent  to  each  contributor  informing  him  : — 

(1.)  That  he  is  expected  to  be  ready  or  else  take  his  place  at  the  bottom 
of  the  list. 

(2.)  That  he  must  have  an  abstract  ready  with  his  paper,  otherwise  he 
will  be  noted  in  the  published  proceedings  in  such  form  as  the 
Publication  Committee  think  fit. 

69.  The  Greneral  Council  is  empowered  to  defray  the  expenses  in  whole  or 
in  part  of  any  illustrations  which  it  may  consider  advantageous  to  the  eluci- 
dation of  the  papers  published  by  the  Academy. 

70.  An  abstract  (prepared  by  the  author)  of  each  communication  made 
at  the  Academy,  along  with  a  report  of  the  discussions  thereon,  shall  be  fur- 
nished to  the  editors  of  such  medical  journals  as  may  desire  to  publish  them, 
and  the  authors  of  such  communications  shall  be  empowered  to  publish  their 
papers  in  extenso  in  any  periodical  or  periodicals  they  may  think  fit,  such 
oonmiunications  also  to  appear  in  the  "Transactions,"  provided  the  Council 
consider  them  worthy  of  insertion. 

£xpulnon  of  Fellow  or  Member. 

71.  Expulsion  of  a  Fellow  or  Member  can  take  place  only  at  a  General 
Meeting  of  the  Academy,  on  the  motion  of  the  Council,  if  two-thirds  of  the 
Membov  present  shall  vote  for  the  same  by  ballot.  Of  such  ballot  the  Council 
must  give  at  least  fourteen  days'  notice  in  writing  to  every  Fellow  of  the 
Academy. 

New  Laws. 

72.  New  Laws,  or  alterations  in  existing  Laws,  can  be  proposed  only  at  the 
Annual  Greneral  Meeting.  Any  Fellow  proposing  such  alteration  shall  give 
notice  to  the  Greneral  Secretary  at  least  ten  days  before  the  General  Meeting 
in  October. 
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The  General  Council  begs  to  report  that  the  number  of 
Fellows  for  the  Session  1896-7  was  246 ;  of  Members,  36 ; 
of  Student  Associates,  5.  The  Fellows  increased  by  10; 
the  Members  by  2 ;  and  the  Student  Associates  by  1. 

On  the  requisition  of  a  number  of  Fellows  of  the  Academy, 
a  Special  General  Meeting  was  held  on  April  30th,  for  the 
purpose  of  considering  the  propriety  of  voting  a  sum  of 
money  out  of  the  Funds  of  the  Academy  to  entertain  the 
Anatomical  Society  of  Great  Britain  and  Ireland  at  a 
Conversazione. 

Professor  Cunningham,  however,  informed  the  Meeting 
that  as  the  President  of  the  Academy  had  invited  all  the 
Members  of  the  Anatomical  Society  to  dinner  on  June  10th, 
and  various  entertainments  had  been  arranged  for  the  other 
days  of  the  Congress,  it  would  not  be  necessary  to  ask  the 
Academy  to  give  a  Conversazione,  and  the  proposition  was 
accordingly  withdrawn. 

The  Academy  was  honoured  by  an  Address  from  Prof. 
His,  of  Leipzic,  which  was  delivered  on  June  11th  in  the 
Theatre  of  the  Royal  Dublin  Society,  kindly  lent  for  that 
purpose.  The  Address  was  largely  attended,  and  is  pub- 
lished in  the  volume  of  Transactions  for  the  past  Session. 

A    Sub-Committee    of    the    Council    was    appointed    in 
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December  last  to  investigate  into  the  possibility  of  coming 
to  some  arrangement  with  the  Dublin  Journal  of  Medical 
Sciencey  by  which  that  i Journal  could  be  constituted  the 
official  organ  of  the  Academy.  Several  meetings  were  held, 
but  no  definite  conclusion  has  vet  been  arrived  at. 

At  a  meeting  of  the  Council  held  Januarj-  6th,  it  was 
resolved  that  the  President  should  be  authorised  to  convev 
to  Lord  Lister  the  sincere  congratulations  of  the  Academy 
on  his  elevation  to  the  peerage.  The  President  accordingly 
wTote  to  Lord  Lister,  and  received  from  him  a  letter  of 
thanks,. which  has  been  entered  on  the  Council  Minutes. 

At  a  meeting  of  the  Council  held  May  5th,  it  was  resolved 
to  present  an  Address  to  Her  Majesty  the  Queen  on  the 
occasion  of  the  completion  of  the  60th  year  of  her  reign. 
The  following  Address  was  accordingly  drawn  up,  and 
forwarded  to  the  Home  Office,  in  Whitehall,  for  approval : — 

ADDRESS. 

"  May  it  please  Youe  Majesty, 

"We,  the  President,  Council,  and  Fellows  of  the  Royal 
Academy  of  Medicine  in  Ireland,  desire  humbly  to 
approach  Your  Majesty  to  offer  our  warm  and  heartfelt 
congratulations  on  the  completion  of  the  60th  year  of 
Yoiu*  Majesty's  glorious  and  memorable  reign. 

"  As  members  of  a  scientific  body,  formed  for  the  study  of 
the  laws  of  health  and  disease,  we  gratefully  acknow- 
ledge the  gracious  encouragement  Your  Majesty  and  the 
Members  of  the  Royal  Family  have  always  given  to  our 
profession,  and  we  feel  that  it  must  be  a  source  of 
gratification  to  Your  Majesty  to  know  that  the  longest 
reign  in  the  history  of  the  United  Kingdom  has  been 
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marked  by  such  a  general  increase  in  health  and  well- 
being,  that  the  average  duration  of  human  life  in  these 
countries  has  never  been  so  long  as  at  present. 

'*  We  beg  respectfully  to  assure  Your  Majesty  of  our  loyal 
attachment  to  your  Throne,  Person,  and  Family,  and  we 
pray  that  Your  life  and  health  may  long  be  preserved  to 
enable.  You  to  rule  over  a  prosperous  and  contented 
people. 

■  •  • 

Her  Majesty  was  graciously  pleased  to  request  H.  B.  H. 
the  Prince  of  Wales  to  receive  the  Address  on  Her  behalf, 
and  on  July  21st  the  President,  the  General.  Secretary,  the 
Secretary  for  Foreign  Correspondence,  Sir  George  F.  Duffey, 
Dr.  J.  Craig,  and  Mr.  Heuston  attended  at  St.  James's 
Palace,  when  H.  R.  H.  received  the  Address,  and  returned 
the  following  reply: — 

REPLY. 

"  On  behalf  of  the  Queen,  my  dear  Mother,  I  thank  you  for 
your  loyal  and  dutiful  Address,  and  for  the  affectionate 
congratulations  which  you  tender  on  the  completion  of 
the  60th  year  of  Her  Beign. 

"It  is  a  source  of  profound  joy  to  the  Queen  to  receive  the 
expressions  of  devotion  to  Her  Person  and  Family,  which 
are  offered  by  Her  subjects  throughout  the  Empire ;  She 
is  gladdened  by  the  thought  that  the  60  years  of  Her 
Eeign  have  been  years  of  progress  in  knowledge,  and  of 
increase  in  prosperity ;  and  She  prays  that,  by  the  bless- 
ing of  Almighty  God,  She  may  always  live  in  the  hearts 
of  Her  loving  and  beloved  people." 

The  following  resolution  of  the  Section  of  State  Medicine 
was  forwarded  to  the  Corporation  of  Dublin  on  June  2nd  by 
the  General  Secretary,  by  order  of  the  General  Council : — 
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"That  the  Section  of  State  Medicine  of  the  Academy  of 
Medicine  is  of  opinion  that  the  Sanitary  Authority  of 
the  DubUn  District  should  provide  accommodation  for 
convalescents  from  infectious  diseases,  with  the  twofold 
object  of  checking  the  spread  of  such  diseases,  and  of 
reheving  the  congestion  of  hospitals  during  epidemics. 
The  Section  is  further  of  opinion  that  provision  should 
be  made  by  above  authorities  to  provide  like  accom- 
modation for  small-pox  cases." 

The  Council  deeply  regret  to  record  the  loss  which  the 
Academy  has  sustained  during  the  past  Session  by  the  deaths 
of  Dr.  G.  P.  L'E.  Nugent  and  Mr.  F.  A.  Nixon,  two  of  the 
original  Fellows  of  the  Academy. 
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Volume  XIV, 

of  the 

(< 

Transactions  "  has  bee 

to  the  following : 

— 

Lancet  - 

- 

- 

-    London. 

Britii>h  Medical  Journal 

- 

Do. 

Medical  Press    - 

- 

- 

-    Dublin. 

Hospital  Gazette 

- 

- 

-    London. 

Dublin  Medical  Journal 

- 

-    Dublin. 

London  Medical  Recorder 

- 

-    London. 

Edinburgh  Medical  Journal 

- 

Edinbargb. 

Glasgow  Medical  Journal 

- 

-    Glasgow. 

Liverpool  Medical  Journal 

- 

-     Liverpool. 

Bristol  Medical  Joarnal 

- 

-     Bristol. 

Asdepiad 

- 

- 

-    London. 

International  Medical  Journal 

- 

Do. 

Annals  of  Surgery 

- 

- 

Do. 

Provincial  Medical  Journal 

- 

•     Leicester. 

Birmingham  Medical  Review 

- 

-     Birmingham. 

Sanitary  Record 

- 

- 

-    London. 

Practitioner 

- 

- 

Do. 

College  of  Surgeons 

- 

m 

-    Dublin. 

Do. 

- 

- 

-    London. 

Do. 

- 

- 

-     Glasgow. 

Trinity  College 

- 

m 

-     Dublin. 

Royal  University 

- 

- 

Do. 

Queen's  College 

- 

- 

-    Belfast. 

Do. 

- 

- 

-    Galway 

Do. 

- 

m 

-     Cork. 

Royal  Dublin  Society 

- 

- 

-     Dublin. 

College  of  Physicians 

- 

- 

Do. 

Do. 

m 

- 

.    Edinburgh. 

Do. 

- 

m 

-    London. 

Faculty  of  Physicians 

and  Surgeons                        Glasgow. 

Victoria  University 

- 

- 

-    Manchester. 

University  College 

- 

• 

-     London. 

Harveian  Society 

- 

- 

Do. 

Pathological  Society 

- 

- 

Do. 

Clinical  Society 

- 

- 

Do. 

Medical  and  Chirurgical  Society 

Do. 

Apothecaries*  Hall 

- 

Do. 

King's  College   - 

- 

Do. 

University 

- 

Do. 

Do. 

- 

-     Glasgow. 

Do. 

- 

-     Edinburgh. 

Do. 

- 

-    Durham. 

Do. 

- 

-    St.  Andrews. 

Do. 

. 

-    Aberdeen. 

University  College 

- 

-    Dundee. 

Do. 

- 

-     Melbourne. 

Do. 

m 

-    Adelaide. 

Do. 

> 

-     Calcutta. 

Do. 

- 

-    Bombay. 
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Do. 
Do. 
Do. 
Do. 
Do. 
Da 
Do. 
Da 
Da 
Da 
Da 
Da 
Da 
Do. 
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-  St.  Petersburg 
PariM. 

-  Vienna. 

-  Berlin. 

-  BruaselB. 
Bologna. 
Madrid. 

-  Amsterdam. 

-  Christiania. 

-  Stockholm. 

-  Toronto. 

-  Qaebec. 

-  New  York. 

-  Philadelphia. 
New  Zealand. 
Tokio,  Japan. 

•    Birmingham. 
Do. 


Dr.  Ashby  .  .  ^  .  . 

Director^General  Billings,  Washington,  U.S. 

Joumal  de  M^decine  et  de  Chimrgie  (M.  Laoas,  Ghampioni^re),  Paris. 

AichiTes  de  Chimrgie,  108  Boulevard  St.  Germain,  Paris. 

Ardiiy  fllr  Klinische  Cliirurgie,  Berlin. 

Centralblatt  fllr  die  medicinischen  Wissenschaften,  Berlin. 

Zeitschrift  fttr  Chimrgie,  Berlin. 

The  Australian  Medical  Gazette,  Sydney,  N.S.  W. 

New  York  Medical  Journal,  72  Fifth  Avenue. 

Journal,  American  Medical  Association,  Chicago. 

Bulletin  de  TAcad^mie  Royale  de  M^ecine  de  Belgique,  Brussels. 

Medical  Journal,  Brooklyn. 

Natorfbrschende  Gesellschaft,  Dr.  Rudolf  Martin,  Seefeldstrasse  119,  Zurich. 

Academy  of  Medicine,  17  West  43d  Street,  New  York. 

yfaraiy.  College  of  Surgeons,  Edinbuigh. 

„        British  Medical  Journal,  429  Strand,  London. 
„        Medico  Chiruii^cal  Society,  BristoL 
Sheffield  Medical  Joomal,  17  Gyre  Street,  Sheffield. 
Archives  Cliniques  de  Bourdeaux,  46  Cours  du  Jardin-public,  Bordeaux 
Medical  Society  of  Victoria,  Melbourne  (Meyer  and  Metzler,  Great  Portlands 

Street,  London). 
Quarterly  Medical  Joumal,  Dr.  Coching,  277  Glossop-zoad,  Sheffield. 
Medical  Ldbraiy  Association,  19th  and  Stout  Street,  Denver,  Colorado,  U.S. 
Charbtte  Medical  Journal,  Charlotte,  N.  C,  United  States. 
Society  of  Medicine,  care  of  Dr.  J.  V.  Wichman,  Copenhagen. 
University  of  Sydney,  care  of  Young  J.  Pentland,  88  West  Smithfield,  London, 

E.C. 
Bditor,  Archlvio  d'Ortopedia,  via  S.  Calimbro  81,  Milan. 
Library,  Medical  Society,  Boyal  University,  Upsala. 
National  Library,  Dublin. 

Journal  of  Comparative  Neurology,  Denison  University,  Granville,  Ohio,  U.S. 
Dr.  StodcweU,  Medical  Age,  Detroit,  Michigan,  U.S. 
Aiehivio  di  Ortopedia  (Dr.  Pietro  Panzeri,*  Instituto  dei  Rachitici,  Milan). 
Journal  of  Comparative  Neurology,  Dr.  C.  L.  Herrich,  Granville,  Ohio,  U.S.  A. 
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The  Beportfor  Session  1895-96  was  omitted  accidentally 
in  last  Volume  of  **  Transactions," 

The  General  Council  begs  to  report  that  the  number  of 
Fellows  for  the  Session  1895-96  was  236  ;  of  Members,  34  -, 
of  Student  Associates,  4.  The  Fellows  increased  by  1,  the 
Members  by  3,  the  Student  Associates  by  2. 

A  Special  General  Meeting  of  the  Academy  was  held,  at 
the  request  of  the  Councils  of  the  Sections  of  Medicine  and 
State  Medicine,  on  the  10th  of  December,  1895,  and  the 
following  motion  was  proposed  by  Dr.  G,  F.  Duffey : — 

*'The  Koyal  Academy  of  Medicine  in  Ireland  having  con- 
sidered the  draft  scheme  prepared  by  the  Superintendent 
Medical  Officer  of  Health  of  the  City  of  Dublin,  *  for  the  for- 
mation of  a  Board  for  establishing  Hospitals  for  infective 
diseases  in  the  County  of  Dublin/  is  of  opinion  that  it  would 
be  inexpedient  and  is  unnecessary  to  establish  in  the  County 
Dublin,  at  a  great  expense  to  the  ratepayers,  a  permanent 
isolation  hospital,  or  hospitals,  for  cases  of  infectious  diseases 
arising  in  the  City  and  County  of  Dublin.  The  Academy, 
however,  would  view  with  satisfaction  the  provision,  under  the 
existing  powers  of  the  Public  Health  (Ireland)  Act,  of  adequate 
isolated  temporary  accommodation  for  cases  of  epidemic  small- 
pox, as  well  as  the  establishment  of  convalescent  homes  for 
patients  recovering  from  infectious  diseases.  Further,  the 
Koyal  Academy  of  Medicine  desires  to  point  out  that  the 
recrudescence  of  the  recent  epidemic  of  small-pox  can  best  be 
prevented  by  a  continuance  of  the  most  unremitting  attention 
to  vaccination  and  to  re- vaccination." 


lieporL-  xliii 

But  the  previous  question  was  moved  and  carried,  and  the 
motion  fell  to  the  ground. 

On  the  12th  February  the  Council  passed  a  Resolution 
tendering  sincere  sympathy  to  Her  Majesty  and  the  Princess 
Beatrice  on  the  death  of  His  Royal  Highness  Prince  Henry 
of  Battenburg,  and  Her  Majesty  was  pleased  to  receive  the 
same  very  graciously. 

The  Council  at  its  first  meeting  in  October,  1896,  received 
H  letter  from  the  General  Secretary  stating  that  it  was  not 
his  intention  to  ofiFer  himself  for  re-election,  owing  to  his 
holding  the  position  of  President  of  a  Section,  and  expressing 
his  warmest  thanks  to  the  Council  and  the  general  body  of 
the  Fellows  and  Members  for  the  kindness  with  which  he 
had  always  been  treated.  The  Council  thereupon  passed  the 
following  resolution ; — 

'*  That  Mr,  Thomson's  resignation  be  accepted,  and  that  he 
be  informed  that  the  Council  entertain  the  highest  sense  of  the 

anner  in  which  he  has  always  performed  the  onerous  duties 
of  Secretary  of  the  Academy." 

The  Council  deeply  regrets  to  record  the  loss  which  the 
Academy  has  sustained  by  the  death  of  Dr.  George  H.  Kidd, 
a  former  President,  and  one  of  the  most  distinguished  members 
of  the  Gynaecological  branch  of  the  Profession. 

JAMES  LITTLE,  President. 

WILLIAM  THOMSON,  General  Secretary. 
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ROYAL  ACADEMY  OF  MEDICINE  IN  IRELAND. 


SECTION   OF   MEDICINE. 


PNEUMONIA :  A  MULTIPLE  INFECTION. 

Bt  JOHN  W.  MOORE,  M.D.,  M.Ch.,  B.A.  Unit.  Dubl.; 

Fallaw  of  the  Boyal  CioUege  of  Physioians  of  IreUnd ; 
Senuv  Phyaiouui  to  th«  Me»th  Hoapital  and  County  Dublin  Inflrmary. 

I 

[Read  in  the  Section  of  Medicine,  November  19, 1897.] 

In  a  M^estive  paper  on  '^  Varying  Infection  in  Pneumonia," 
wLich  was  published  in  7^he  New  York  Medical  Journal, 
October  9,  1897,  the  author.  Dr.  W.  H.  Thompson,  M-D.^ 
LL.D.,  of  the  Believue  Hospital,  writes  thus : — '*  Of  late 
years  lobar  pneumonia  often  fails  to  follow  the  definite 
course  commonly  ascribed  to  it.  While  its  onset  remains 
much  the  same  in  its  suddenness,  and  in  the  rapid  develop- 
ment of  its  acute  symptoms,  yet  for  some  time  I  have 
declined  to  fix  the  probable  date  of  the  crisis  or  the  duration  of 
its  subsequent  stages.  It  may  be  that  the  advent  in  1890- 
91  of  the  severest  and  most  prolonged  visitation  of  epidemic 
influenza  recorded  in  history  may  have  something  to  do  with 
tiiis  change  by  contributing  the  influence  of  a  mixed  infec- 
tion, but  whatever  be  the  cause,  there  is  little  doubt  that 
acute  lobar  pnemnonia  now  often  departs  more  widely  from 
its  former  characteristic  course.  In  the  histories  of  a  series 
of  eleven  cases  occurring  consecutively  in  my  winter  service 
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in  Bellevue  Hospital,  in  only  three  of  them  could  it  be  said 
that  they  conformed  to  the  old-fashioned  type,  witli  a 
definite  crisis  and  a  progressive  change  for  the  better  after- 
ward, while  in  three  a  partial  crisis  only  occurred,  and  in  five 
none  at  all.  In  eight  out  of  the  eleven  the  convalescence 
^va8  very  tedious,  and  marked  by  a  variety  of  constitu- 
tional  symptoms  in  which  often  the  essentially  toxic  nature 
of  the  disease  was  strikingly  indicated.  Nothing  could 
better  illustrate  than  they  did  what  a  gain  it  was  to  modern 
pathology  when  lobar  pneumonia  was  finally  recognised  as 
more  an  infection  than  an  inflammation,  ftnd  that  its  danger 
is  due  rather  to  systemic  poisoning  than  to  pulmonary 
damage*  That  infections  by  micro-organisms,  however, 
should  vary  in  their  developments  from  time  to  time  is  what 
we  should  expect." 

It  will  be  observed  from  a  close  reading  of  the  foregoing 
paragraph  that  Dr.  Thompson  inclines  to  the  view  that  the 
varying  phenomena  presented  by  pneumonia  in  different 
cases  probably  depends  upon  a  varying  vimlence  of  its 
supposed  specific  micro-organisms,  the  affection  being  re- 
garded as  an  essential  disease  analogous  to  diphtheria,  enteric 
fever,  small-pox,  or  any  other  infective  malady. 

The  micro-organisms  in  question  are  two— namely,  (1)  the 
Micrococcus  of  Sputum  Septicaemia  (Frankel),  Micrococcus 
pneumonicB  crouposm  (Sternberg)  or  Diplococcus  pneumonice 
(Weichselbaum);  and  (2)  the  Pneumococctis  (Friedl'ander)  or 
Bacillus  pneumonice  (Fliigge).  The  fonner  is  now  generally 
recognised  as  the  usual  agent  in  the  production  of  acute 
croupous  pneumonia,  or,  as  I  much  prefer  to  call  it,  pneu- 
monic fever.  It  was  discovered  by  Dr.  George  M.  Sternberg, 
now  Surgeon-General  of  the  United  States  Army,  in 
September,  1880,  in  the  blood  of  rabbits  inoculated  subcu- 
taneously  with  his  own  saliva.  Talamon,  in  1883,  demon- 
strated the  presence    of    this    micrococcus   in    pneumonic 
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kpntnm,  while  Sternberg  himself,  in  1885,  identified  it  with 
the  micrococcns  in  the  rusty  sputum  of  pneumonia  by  com- 
parRtire  inoculation  and  cultare  experiments.^  In  188B 
\Veich8eR»auni  published  the  results  of  his  extended  re- 
searches relating  to  the  presence  of  this  micrococcus  pretty 
constantly  in  the  fibrinous  exudation  of  croupous  pneumonia. 
He  obtain^  tt  in  i>4  out  of  l:i9  cases  examined  (fifty-four 
times  in  cultures).  To  this  obsei'rer  we  owe  the  name 
IHplococcus  pfteumofncPj  which  serves  to  remind  us  that,  as 
observed  in  the  blood  of  inoculated  animals,  it  is  usually'  in 
)pair8  consisting  of  crval  or  lance-oval  elements  (cocci),  which 
are  surrounded  by  a  transparent  capsule. 

The  second  pneumonic  micro-organism  was  obtained  in 
1883  by  Friedliinder  and  Frobeniusr  in  piune  cultures  from 
the  exmlate  into  the  pulmonary  alveoli  in  cases  of  croupous 
pneumonia.  Subsequent  researches  show  that  this  microbe, 
iu  shape  a  short  rod  with  rounded  ends — hence  esWed  Bacillus 
pneumonuB  by  FlUgge— is  present  only  in  a  small  proportion 
of  the  cases — 9  times  in  1 29  cases  examined  by  Weichselbauin, 
3  times  in  70  examined  by  Wolf,  who  pursued  his  studies  in 
Weichselbanm's  laboratory  at  Vienna. 

Emmerich  has  demonstrated  the  presence  of  Friedlander's 
Pneumococcus  in  the  soil  of  a  rooiti  in  which  there  were  many 
pneumonia  patients.  The  diagnosis  was  rendered  certain  by 
inhalation  experiments  with  cultivations  on*  18  mice,  of 
which  8  died  of  pneumonia.  *'  Hence,*'  says  Fliigge,  "  the 
soil  seems  to  be  one  of  the  places  where  the  pneumonia 
bacilli  can  be  preserved,  and  whence,  in  suitable  cases,  they 
may  pass  into  human  beings."  ^ 

FlUgge  also  says  **  Friedl'dnder^s  bacilli  are,  without  doubt, 

not  the  only  cause  of  the  pneumonic  process*     We   are 

already  acquainted  with   pneumonias  which  are   caused  by 

'  American  Joaraal  of  the  Medical  Sciences.    July  let,  1885. 
("Miozo-organisms.     By  Dr.  C.  Fliigge.     Translated  by  W.  Watson 
Cheyne,  M.B.     London :  The  New  Sydenham  Society.    1890.    Page  359. 
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aspergillus  and  actinotnyces ;  it  is  h  priori  not  improbable 
that  also  among  bacteria  there  are  several  other  species 
which  can  set  up  pneumonia."  Now  this  is  the  verjr  point  I 
wish  to  enlarge  upon  in  the  present  communication. 

The  subject  may  be  considered  from  both  an  etiological — * 
or,  we  might  say,  a  bacteriological — and  a  clinical  standpoint. 
Naturally,  it  is  chiefly  from  the  latter  point  of  view  that  I 
liave  had  opportunities  of  regarding  the  question^  It  is 
impossible,  however,  to  ignore  the  bacteriological  aspects  of 
the  case. 

In  support  of  FlUcrge^s  statement  just  quoted,  I  propose  to 
adduce  evidence  that  the  micro-organisms  peculiar  to  erysi- 
])ela8,  to  influenza,  to  tuberculosis,  and  to  enteric  fever  may 
one  and  all  give  rise  to  a  specific  pneumonia  or  pneumonic 
fever.  So  also  may  Lofller  s  diphtheria  bacillus  and  the 
bacillus  of  malignant  anthrax,  as  well  as  other  pathogenic 
bacteria. 

I.   ERYSIPELAS. 

In  the  form  of  this  disease,  which  has  been  called  "  erratic"* 
or  "vagrant  erysipelas"  {ErysipelaB  migrans) — the  erysipele 
ambulant  of  French  writers — the  attack  may  be  protracte<l 
for  one  or  two  months.  In  such  cases,  not  only  every  part 
of  the  surface  of  the  bodv,  but  the  whole  tract  of  mucous 
membranes,  and  even  the  lungs  and  pleune,  may  in  turn  be- 
come affected.  Dr.  Peter,^  of  Paris,  has  drawn  attention  to 
the  spread  of  erysipelatous  inflammation  from  the  pharynx  to 
the  respiratory  passages,  causing  in  sequence  bronchitis,  bron- 
chiolitis (capillary  bronchitis),  and  pneumonia. 

In  a  case  observed  by  me  at  Cork-street  Fever  Hospital 
>n&ny  years  ago,  the  converse  of  this  happened.  A  man  was 
admitted  suffering  from  Pneumonia  migrans.  After  some 
days  a  blush  of  erysipelas  showed  over  one  shoulder,  and 

*  Wonderlicb.  Spec,  Path,  Therap.  Theil  III.    Abtb.  2,  B.  Page  351. 
^  Diotionnaire  encyclop^iqae  dm  Sciences  M^calee.    Tome  IV.    Page 
270.    A^:4^.  »*  Anginea." 
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spread  thence  down  the  back,  with  the  interesting  result  that 
simaltaneously  the  pneumonic  symptoms  subsided.  So  great 
was  the  impression  made  upon  me  bv  this  case  that  ever  since 
I  have  recognised  the  propriety  of  looking  upon  EryBxpelas^ 
puUnonum  as  a  distinct  species  of  the  great  genus  Pneumonia.* 

Grisolle  quotes  from  Serres  a  case  of  a  patient  who  had 
several  attacks  of  pneumonia,  each  terminating  in  an  attack 
of  en'sipelas.  Wilson  Fox  states  that  he  had  seen  only  one 
such  ease.  The  erysipelas  appeared  three  days  after  complete 
defervescence,  and  the  resolution  of  the  pneumonia  and  the 
subsequent  recovery  of  the  patient  were  greatly  protracted. 

The  teaching  of  Levy,^  of  Strassburg,  that  Streptococcun 
pyogenes  is  an  exciter  at  once  of  suppuration  and  of  erysipelas 
is  now  generally  accepted.  This  pyogenic  bacterium  was 
obtained  by  Fehleisen  from  the  skin  involved  in  cases  of 
erysipelas  in  1888,  and  by  Rosenbach  and  Passet  from  the 
pus  of  acute  abscesses  within  a  year  or  two  afterwards. 
Sternberg  gives  the  following  synonyms  for  Sireptoeoccttg 
pyogenes — Micrococcus  of  erysipelas  (Fehleisen),  Strepto- 
coccus erysipelatos ;  Streptococcus  of  pus,  Streptococcus  longus 
(von  Lingelsheim). 

If,  then,  wo  admit  the  identity  of  the  pus-producing 
streptococcus  with  that  of  erysipelas,  we  at  once  obtain  a 
key  to  the  occurrence  of  an  acute  pneumonia  in  erysipelas. 
For  this  very  bacterium — the  Streptococcus  pyogenes — plays 
a  part  that  is  second  to  none  in  the  production  of  influenza- 
piieumoniay  to  which  I  will  now  direct  your  attention. 

II.    INFLUENZA. 

In  the  great  epideipic  of  1889-90  in  Dublin,  it  was  my  lot 

■  Ct  Wilson  Fox,  Di$ea$e$  of  ike  Lung$  and  PUura.  London,  1891,  page 
336,  Also  see  Tronssean,  Clinique  midioaU  de  VHdul  Diau,  Tome  I.,  page 
609 ;  and  Beynand,  art.  *'Erysip61e,"  Diet,  de  la  Mid,  et  Chir.  pratiques,  Tome 
XIY.,  page  72. 

^Ueberdie  Mikro-organismen  derEiterang.  (Arckiv.  fUr  experiment. 
Path,  and  Pharm.  XXIX.    Page  135). 
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to  see  fatal  cases  of  influenzal  broncliitis,  pneumonia,  pleuritis, 
and  heart  failure.  In  a  paper  on  the  epidemic,  read  before 
this  Section  on  Friday,  February  28,  1890,  I  wrote  as 
follows : — "  The  pneumonia  [of  influenza],  while  producing 
the  ordinary  physical  signs  of  acute  croupous  pneumonia,  is 
often  latent  iii  its  course,  or  accompanied  by  a  profuse  muco- 
purulent expectoration,  with  scarcely  any  rusty  sputa.  The 
ebbing  of  the  strength  in  some  of  these  cases  in  elderly  people 
is  something  awful — it  is  often  absolutely  beyond  control." 
The  fact  is  that  influenza,  infrequently  directly  fatal,  causes 
an  indirect  loss  of  life  which  is  appalling,  chiefly  through 
the  complications  affecting  the  respiratory  organs  and  the 
heart  which  have  just  been  mentioned. 

It  will  be  remembered  that,  after  the  j^jeat  pandemic  of 
influenza  in  1889-90,  German  medical  literature  in  particular 
was  flooded  with  writhigs  upon  the  clinical,  pathological  and 
bacteriological  aspects  of  the  malady.  In  the  Dublin  Journal  of 
Medical  Science  for  May,  1890,*  and  August,  1890,^  will  be 
found  Reports  on  the  Bacteriology  and  Pathological  Relations 
of  Influenza^  which  I  prepared  from  current  German  medical 
literature.     From  these  Reports  I  cull  the  following  facts : — 

Leydeii,  in  a  communication  to  the  Medical  Society  ,of 
Berlin,^  states  that  the  pneumonias  observed  by  him  showed 
a  peculiar  course — severe  pain  in  the  side  and  dyspnoea  were 
rarely  noticed ;  .the  local  process  was  not  altogether  typical ; 
frequently  it  lyas  necessary  to  watch  for  3  or  4  days  before 
any  evidence  of  a  localisation  of  the  disease  was  forth-, 
coming.  Then  a  crepitating  rale  was  heard  over  a  wide  area, 
and  this  perhaps  the  very  next  day  would  have  disappeared 
to  show  itself  In  some  other  situation.  Not  very  often  a 
firm  hepatisation  occurred  with  clearly  mapped  out  dulness. 
Agaiii  the  typical  sputum  of  pneumonia  was  often  wanting. 

•Vol.  LXXXIX.    No.  221.    Third  series. 

^Vol.  XC.    No.  224.     Third  series. 

« Berliner  klio.  Wochensohrift.     1890.    No.  10. 
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Bacteriological  investigations  revealed  the  presence  of  three 
kinds  of  microbes — (1)  Diplococci,  which  represented  the 
well-known  pneumonia-diplococci  of  Fi^nkel,  (2)  Strep- 
tococci, (3)  Staphylococci.  Leyden  .adopted  the  view  that 
the  forms  of  pneumonia  are  different — typical  genuine  pneu- 
monias with  deviating  course;  mixed  forms,  especially  in 
those  combined  with  pleural  effusion ;  lastly,  simple  strepto- 
cocci pneumonias. 

Ribbert/  discussing  the  possibility  of  a  causal  significance 
of  the  Streptococcus  pyogenes  in  relation  ,to  the  phenomena  of 
influenza,  alludes  especially  to  the  inQanunations  of  the  lungs, 
whose  peculiar,  erysipelas-like  spread,  on  which  Fjnkler  lays 
so  much  stress,^  and  whose  anatomical  relations  admit  of 
being  referred  back  to  thei  infliience  of  the  streptococcus. 
Ribbert  points  out°  that,  in  contrast  to  ordinary  croupous 
pneumonia,  the  cut  surface  of  the  hqpatised  lower  lobe  in 
three  cases  presented  an  alniost  smpoth  appearance,  the 
exudation  was  soft,  very  rich  in  cells,  and  popc.in  fibrin 
(hypinosis).  Cultivation,  experiments  with  the  tracheal 
raucns,  the  lung  tissue,  the  spleen,  and  the  kidneys,  furnished 
in  5  out  of  8  cases  the  Streptococcus  pyogenes^,  or  else  the 
Streptococcus  erysipelatosus  (which  has  been  sho.wn  to  be 
identical  with  the  former),  the  presence  of  which  microbe 
could  be  demonstrated  in  the  sputum  also  of  the  influenza 
patients.  His  investigations  on  the  whole  yield  the  result 
that  in  all  cases  in  which  micro-organisms  were  at  all 
capable  of  demonstration,  the  Streptococcus  pyogenes  was  found. 
Only  once  was  there  in  addition  a  coccus  which  had  a  great 
resemblance  to  the  Diphcoccus  pneumonicB  and  probably 
represented  a  modification  of  the  same. 

Finkler  **  observed  45  cases   of  influenzal   pneumonia,  of 

■  Deatschd  med.  Wooheosohrif t.  1890.  Mo.  15. 

^  Deatschd  mod.  Wochensohrift.  1890.  No.  5. 

"  Deataohe  med.  Woohenschrif  t.  1890.  No.  4. 

«*  Deatscbe  med.  Wocbenschrif ft.  1890.  No.  5. 
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which  onlj  2  came  under  the  description  of  typical  lobar 
pneumonia,  while  the  other  43  were  regarded  as  cases  of 
the  disease  which  he  has  often  described  as  ''  Streptococcus 
Pneumonia/'  Seven  of  his  patients  died,  post-mortem  ex- 
aminations being  made  in  three  instances.  He  regarded  the 
pathological  condition  as  a  preponderating  cellular  inflam- 
mation with  participation  of  the  interstitial  tissue.  The 
cellular  nature  of  the  inflammation,  together  with  the 
pronounced  tendency  it  exhibits  to  develop  by  spreading  in- 
definitely, in  Finkler's  opinion  justified  him  in  describing  this 
disease  as  an  erysipelas  of  the  lung.  He  points  out  that  the 
resemblance  of  this  form  of  pneumonia  to  erysipelas  consists, 
not  alone  in  the  anatomical  characters  of  the  inflammatory 
process,  but  also  in  the  fact  that  both  diseases  depend  on  the 
presence  of  streptococci.  Finkler  looks  upon  this  strepto- 
coccus-pneumonia as  a  localisation  of  the  exciting  cause  of 
influenza  in  the  lungs.  As  to  this  last  point  I  would  be  more 
inclined  to  agree  with  Leyden  *  and  Levy  **  that  the  question 
is  much  more  one  of  a  secondary  infection,  for  which  the 
influenza  merely  laid  the  foundation.  Certainly  the  discovery 
by  Pfeiffer,  in  1892,  of  the  Bacillus  inftuenzce  in  the  purulent 
bronchial  secretion,  and  by  Canon  in  the  blood  of  patients 
suffering  from  epidemic  influenza,  must  be  regarded  as  con- 
clusive proof  of  the  existence  of  a  specific  primary  infection 
to  which  all  other  infections  are  accidental  and  secondary. 

III.   TUBERCULOSIS. 

It  is  not  my  intention  here  to  allude  to  acute  tubercular 
fever  (in  which  the  lungs  may  escape  unscathed)  on  the  one 
hand,  or  on  the  other  to  the  local  peri-pneumonic  processes 
which  accompany  sporadic  depositions  of  tubercle  in  the  lungs 
in  ordinary  catarrhal  phthisis.     Nor  will  I  refer  to  those 

•  Loo.  cit 

*  Berliner  klin.  Wochenschpiit.   16S0.    No.  ?• 
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cases  in  Tvliich  in  the  wake  of  an  acute  primaiy  croupous 
pneumonia  the  wounded  lung  falls  a  ready  prey  to  a  secondary 
infection  by  tke  Baeilliu  tuberculosis^  when  this  micro-- 
organism  finds  a  fertile  soil  in  the  caseating  exudation  of  an 
unresolved  pneumonia.  These  several  .conditions  are  all 
beside  the  present  question. 

My  concern  is  with  acute  phthisis,  or  scrofulous  pneumonia, 
and  the  so-called  acute  tuberculo-pneumonic  phthisis.  Dr. 
C.  Theodore  Williams  thus  describes  acute  phthisis* : — "  The 
patient-,  generally  young,  who  may  have  had  cough  previously, 
is  attacked  with  sharp  pain  in  one  side  of  the  chest,  quick 
pulse,  high  temperature,  the  skin  being  quite  burning  to  the 
ear  of  the  auscultatory  alternating  witli  night  chills  and 
sweats.  The  general  appearance  betokens  pneumonia,  but 
the  crepitation  commences  at  the  apices,  extending  to  the 
whole  lungs,  and  is  not  so  fine  and  even  as  in  pneumonia. 
The  cough  increases ;  the  expectoration  becomes  opaque  and 
purulent,  containing  quantities  of  lung  tissue  and  swarms  of 
tubercle  bacilli ;  and  the  temperature  assumes  the  intermit- 
tent type.  The  physical  signs  show  at  first  gradual  con- 
solidation of  both  lungs,  but  later  on  indicate  that  exca- 
vation has  taken  place ;  and  continues,  the  patient  rapidly 
wasting  and  dying  in  a  few  weeks.'*  In  this  disease 
the  inflammatory  nature  of  the  lesions  in  the  lung  or 
lungSy  and  the  rarity  of  miliary  tubercle,  are  among  its 
characteristics. 

Acute  tuberculo-pneumonic  phthisis  likewise  presents  con- 
solidations in  the  lungs  of  a  pneumonic  origin,  but  tuberculisa- 
tion,  as  well  as  pneumonia,  exists. 

In  both  these  varieties  of  "  Consumption  "  we  have  ex- 
amples of  true  pneumonia  resulting  from  an  infection  by  the 
Bacillus  tubereuloais  of  Koch. 


•Qoain's  Dictionary  of  Medicine.    Vol.  II.    Art.  "PhthisiB."    Ne^ 
Mtion.     1894. 
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IV.    ENTE8IG  FEVER. 

It  is  well  known  that  pneumonia  is  more  commonly 
observed 'as  a  complication  i  in  «nteric  fever  than  in  typhus. 
Miirchison  noted  it  in  13  out  of  100  cases,  and  Austin  Flint 
(according  to  Bartlett  *)  in  12  out  of  79  cases.  It  commonly 
occurs  in  the  third  or  fourth  week,  but  may  usher  in  the 
diisease.  Inihid  latter  case  its  presence  is  probably  an  in- 
dication that  the  enteric  fever  poison  has  entered  the  system 
through  tbe  lungs.  It  is  most  commonly  a  tobular  pneumonia^ 
but  occasionally  it  occurs  under  the  form  ofordinary  croupous 
pfieuwiOnia. 

It  Is,  indeed,  true'that  Eberth  ^points  out  that  anatomical 
investigations  had  (up  to  1881)  afforded  no  evidence  of  the 
admission  of  the  Bacillue  tgplioeuB  through  the  lungs.  With 
this  GafiFky"  does  not  agree,  for  he  considers  it  highly 
probable — or  at  least  the  possibility  cannot  be  contest^ed — 
that  the  lungs  may  occasionally  represent  the  seat  of  in- 
vasion. Eberth  himself  quotes  a  case  observed  by  W. 
Meyer,*"  of  Berlin*  in  which  death  ensued  on  the  second  day 
of  illness.  In  this  case  there  were  found^at  the  autopsy 
hyperaemia  of  the  lungs,  spleen,  and  kidneys,  in  the  lower 
portion  of  the  ileunvmarked  swellifig  of  the  solitary  follicles 
and  Peyer  s  patches.  Microscopical  examination  revealed  a 
very  exceptionally  large  deposit  of  EbertK's  bacilli  in  the 
cells  of  the  submucosa  and  in  the  intermedhite  muscular 
layers  of  the  intestine.  Apparently  they  were  not  found  in 
the  lungs,  notwithstanding  their  hyperasnuc  condition. 

That,  in  infective  diseases  in  general',  infection  may  occur 
through  the  mucous  membranes  of  the  respiratory  tract,  has 

*  The  Feven  of  the  United  States.    Fourth  Edition.  Philadelphia.  1856. 

^  Virohow'8  Archiv.  LXXXIII.    486.     1 88 1 . 

^  On  the  JEtiology  of  Enterio  Fever.    Mittheilangen  ana  dem  Geeundr 
heitsamte.    B.  IL    Berlin.    1884. 

.  ^  UntersQchnngen  tther  den  Baoillas  des  Abdominal-typhas.    Inaagural 
Dissertation.    Berlin.    1881. 
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been  demonstrated  (according  to  Stembecg*)  bjs  several 
bacteriologists — especially  by  Bochner,  whe-caused  mice  and 
guinea-pigs  to  breathe  an  atmoaphere  cotttaining  in-suspension 
a  powder  consisting  of  dried  anthrax  spores  mixed  with 
lycopodium  powder,  or-  pulverise^l  charcoal.  Ln  a  series  of  66 
experiments,  50  animak  died  of  anthrax^  9  of  pneumonia^ 
and  7  survived.  Microscopical  examination  of  sections  and 
culture  experiments  showed  that  ihe-lungs  were  extensively 
invaded.  It  may  be  objected  that  these  results  do  iwt  bear 
on  infection  by  the^  B€mUu8'  typho9UB,  whiclvis  believed  not 
to  assume  Hko.  spore  form.  Positive  results  were,  however, 
also  obtained  by  Buchner  with  cultures  of  the  anthraxi 
bacillus  not  eonUtinwg  spores,  which  tlie  animals  were  mad& 
to  inhale  in  the  form  of  spray-  Biit  in  this  case  a  consider* 
able  quantity  was  required,  and  a  sero-/ibrinous  pnewnouia 
was  usually  produced,  as  well  as  a  general  inf ectioa*  ^  That 
man  may  be  infected  with  anthrax  by  way  of  the 
respiratory  organs^"  writes  Sternberg,**  "  seems  to  be  well 
established,  la  England  the  disease  known  as  *  wool-sorters' 
disease '  results  from .  infeotion  in  this<  way  among  workmen 
engaged  in  sorting  wool>  which  is  liable  to  contain  the  spores 
of  the  anthrax  bacillus  when  obtained  from  the  skin  of  an 
animal  which  has  fallen  a  victim  to  this  disease*  That 
infection  occurs  through  the  lungs  is  shown  by  the  fact  that 
these  organs  ave  first  i«ivx>lved,  the  disease  being,  in  fact,  a 
pulmonic  anthrax.*' 

Even  if  we  take  it  as  not  yet  proved  that  infection  in. 
enteric  fever  may  occuo  by;  wi^  of  tha  lungs,  there  is  no 
doubt  that  a  close  eerrektion  exists-  between  this  disease  and. 
that  variety  of  acute  pneumonia,  or  pneumonic  fever,  to 
which  the  term  '*  Pythogenic  Pneumonia "  has.  been  com- 
monly applied  since  187&,  when  D&.  GrimshaW'  and  I  read  & 

*  Sternberg.    Loc.  cit..  Page  230. 
^  Loc.  cit.    Page  231. 
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j>aper  ou  the  subject  before  the  Medical  Society  of  the 
College  of  Physicians  of  Ireland.^ 

Towards  the  end  of  October,  1882,  the  following  remark- 
able outbreak  of  disease  came  under  my  notice.  On  the  12tli 
of  that  month  a  lad,  aged  thirteen,  was  admitted  into 
Cork-street  Fever  Hospital  from  6  Malpas-street,  Dublin, 
suffering  from  croupous  pneumonia* 

Malpas-street  is  very  unhealthy— 'the  houses  are  old  and 
dirty,  ill-drained  and  dilapidated.  The  street  runs  down  to 
the  bottom  of  a  valley^  through  whicb  a  small  tributary  of 
the  Poddle  river  flows  sluggishly.  The  district  is  a  prolific 
hotbed  of  disease.  On  October  31  the  boy*s  father  (John  C), 
a  boatman,  thirty-six  years  of  age,  came  in  with  the  same 
disease.  On  the  20th  of  the  same  month  two  girls,  both 
aged  fourteen,  were  admitted  to*  the  Meath  Hospital  in 
enteric  fever — one  from  11  Malpas-street  and  the  other  from 
No.  13.  On  November  27  a  girl,  aged  twenty,  was  admitted 
to  Cork-street  Hospital  ia  enteric  fever  from  %  Malpas- 
street,  next  door  to  the  house  from  wluch  the  two  cases  of 
pneumonia  had  come  a  few  weeks  previously.  Oa  Decern-^ 
ber  12  John  C,  aged  thivty-six,  was  agaiu  admitted  to  the 
Meath  Hospital  from  6  Malpas-street  with  '*  renal  diopsy.*' 
It  was  he  who  suffered  from  pythogenic  (?)  pneumoiua  in  the 
previous  October,  as  nanated  above.  Another  coincidence 
occurred  in  Mar^h,  1883.  On  the  18th  of  that  nonth 
Winifred  N.,  aged  nineteen,  came  into  Coirk-street  Hospital 
from  6  Malpas-street  in  an  attack  of  *•  febricula,"  and  the 
following  day  Anthony  L.,  aged  twenty-seven,  was  admitted 
from  the  same  house  with  left  basic  croupous  pneumonia. 

A  very  similar  instance  of  the  correlation  existing  between 
enteric  fever  and  pneumonia  came  under  my  observation  in 
the  autumn  of  1881.    Four  cases  of  illness  occurred  in  a 

*  Dnblin  Joamal  of  Medical  Science.    Vol.  IZ.    No.  41.    Third  Series. 
May,  1875.    Page  399. 
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training  college  in  Dublin  within  a  few  wecfks.  Two  of  the 
four  patients  suffered  from  true  enteric  fever ;  a  third,  from 
an  attack  of  acute  gastro-intestinal  catarrh,  or — as  some  may 
think — from  an  abortive  enteric  fever ;  and  a  fourth  from 
acute  pneumonia,  reminding  one  of  Laennec^s  *' epidemic 
pneumonia,*^  which  in  recent  times  has  received  the  names 
of  "sewer-ga^  pneumonia'*  and  "pythogenic  pneumonia." 
The  drinking-water  was  proved  by  Sir  Charles  A.  Cameron 
to  be  the  source  of  the  sickness  in  all  four  cases/ 

In  November,  1891,  there  came  under  my  care  in  the 
Meath  Hospital  a  young  woman  with  characteristic  typhoid 
stools,  and  whose  urine  gave  a  striking  reaction  with  Ehrlich's 
diazo  testt  Her  illness,  however,  had  commenced  with  right 
apex  pneumonia,  with  rapid  breathing,  cough,  glutinous 
expectoration  (not  ind^d  deeply  coloured  when  the  patient 
was  first  seen  by  me),  dulness  on  percussion,  and,  finally,  the 
most  typical  crepitus  redtix. 

One  of  the  reasons  which  weighed  with  me  in  undertaking 
to  make  the  present  communication  t%  the  Royal  Academy 
of  Medicine  was  tlie  remarkable  tenlenc}'  to  a  pneumonic 
element  in  enteric  fever  which  has  shown  itself  in  Dublin 
during  the  present  season.  It  will  1»e  remembered  that  the 
end  of  August  and  beginning  of  September  proved  both  wet 
snd  cold,  while  the  air- temperature  continued  below  the 
average  through  the  greater  part  of  September. 

These  atmospheric  conditions  were  doubtless  the  prime 
reason  why  the  epidemic  enteric  fever  assumed  the  so-called 
ihoracU  form.  I  venture  to  submit  brief  notes  of  two  case* 
in  illustration  of  this  statement. 

Case  L — ^Robert  A.,  a^  forty,  a  bootmaker,  was  admitted  to 
the  epidemic  wing  of  the  Meath  Hospital,  from  New-street,  on 
i^ember  17,  IB97,  on  tfie  eighth  day  of  his  illness.    His  evening 

'  'DablinJomnalcf  Medical  Scienoe.     Vol.  LXXIH.   No.  122.     Third 
AniM.  JMitaMry,lSS2^   Page  UU 
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temperature  was  104*3%  ptiise  100,  respinxtioiis  82-S^.  When  1 
saw  him  next-morDing  I'loand  him  suffering  from  acste  toatarrhal 
Uryngitis;  the  base-of  the  left  lung  was.i^uite  dull,  with -the  other 
si^rns  of  consolidation.  He  was  expectorating  a  viscid  sputum  from 
which  the  rusty  colour  was  afready  quickly  disappMearing.  There 
was  active  diarrhoea,  the  daily  number  of  motions  varynig  from 
three  to-seven.  Forty-eight^ours  after  adniission,  profuse'intestinal 
haemorrhage  occurred,  after  which  tiie  attack  ran  the  usual  coorne 
of  a  typhoid  fever,  with  laryngeal  and  pulmonary  trouble  {*^  larynge- 
typhus  "  and  ^^  pneumo-typhus  ").  Laryngeal  examination  by  Dr. 
Richard  Lane  7oynt  revealed  a  severe  catarrh.  The  chart  is  a 
iftharact  eristic  one  oT*  enteric  "fever,  but 'the  rapidity  of  the' respira* 
tions  sufficiently  indicatea^he  sever! lyH)f  the  puknonary  lesion.  In 
convalescence  the  patient  suffered  from  boilsAs  a  secoudary  infection. 

Cask  IL — Julia  B.,  aged  twenty-two  years,  a  domestic  servant, 
was  admitted  to  the  epidemic  wing  of  the  Meath  Hospital,  from 
Ranelagh,  on  September  "15th,  1897.  She?  was  then  a^week  ill. 
She  was  sent  in  as  suffering  from  acute  pneumonia,  and  the  physical 
signs  of  a  left  basic  lobar  pneumonia  were  present.  She  breathed 
from  40  to  44  times  a  minute,  while  her  pulse  at  first  did  not  exceed 
100,  although  some  days'  later  it  rose  to  120.  The  temperature 
was  only  101°  on  the  evening  of  her  admission,  but  gradually  rose 
until  the  evening  of  the  twelfth  day  of  her  illness,  when  it  reached 
104*3°.  For  several  days  the .  patient's  condition  was  extremely 
unsatisfactory, and  in  appearance  and  physical  signs  the  case  strongly 
resembled  acute  phthisis,  or  '^  scrofulous  pneumonia."  However,  she 
gradually  emerged  from  the  fever,  the  evening  spiking  of  the  temi> 
perature  subsiding  after  the  twenty-fourth  day.  She  left  hospital  for 
the  Convalescent  Home  at  Bray  on  October  22nd,  the  forty-fifth  day 
from  the  commencement  of  her  attack.  At  that  time  the  state  of 
her  left  lun^  remained  far  from  satisfactory,  though  it  was  fa«>t 
improving.  There  was  still  dulnes^s  on  percussion  over  the  base, 
.the  breath  and  voice  sounds  were  feeblCi  and  some  effusion  stiU 
existed  in  the  pleura. 

These  cases  are  types  of  the  form  >vhich  enteric  fever 
assumed  in  the  unseasonably  cold  after-summer  of  the  present 
year  (1897.)  .That  the  lung  attacks  were  the  outcome-direct 
or  indirect — of  a  specific  poisoning  by  Eberth*s  bacillus  caa 
scarcely  be  doubted.     This  poisoning  may,  it  is  true,  havd 


i 


By  Dr-'J.  W.  Moork,  15 

been  secondary  to  a  locaRsation  in  the  intestine,  although  tlie 
fact  that  iu'each  case  the  lung  trouble'occnrr^d  at  the  outset 
of  the  fevet  points  witli  much  force  to~a  prinrarylocalisation 
in  the  lan'gs.  ^However  that  may  be,  the  presence  of  an  acute 
pneumonia  in  each  case  must  be  conceded* 

Drs.  Mulr  and^Kitchie,  writirtg  in  189T*  gay  that  most 
observers  will  agree  ¥^itlV  Gaffky  in  attributing  any  failure  to 
find  typhoid  bacilli  in  tire  organs  of  a  typhoid  pktient  to  the 
diflSculties  of  the  search. 

These  v^riters  further  Estate  that  in  theflungs  there  may  be 
patches  of  congestion  and  of  acute  broncho-pneumonia.  In 
these,  typhoid  bacilli  may  sometimes  be  observed,  but  evidence 
of  a  toxic  action  depressing  the  powers  of  resistance  of  the 
lung  tissue  is  found  in  the  fact  that  pneumococcus  is  fre- 
quently found  in  such  complications  of  enterid  fever.^  As  to 
this,  I  repeat  'that  the  very  early  appearance  'of  pulmonary 
trouble  in  a  certain  proportion  of  cases  which  ultimately 
prove  to  be  undoubtedly  enteric  fever  is  altogether  in  favour 
of  a  primary  infection  with  the  Bacillus  typhosus  by  way  of 
the  lungs.  A  pneumonia  brought  aboUt  through  lessened 
resistance  to  the  specific  micro-organisms  of  this  disease 
caused  by  the  toxic  action  of  the  typhoid  bacillus  on  the 
system  in  general,  including  the*  organs  of  respiration,  would 
be  much  more  likely  to  develop  in  a  more  advanced  stage 
of  the  fever. 

In  conclusion,  I  venture  to  subm'^t  that  there  is  clinical 
evidence  to  show. that  a  true  pneumonitis  may  occur  in  any  one 
of  the  four  diseases  with  which  this  communication  deals — 
that  is  to  say,  erysipelas,  influenza,  tuberculosis,  and  enteric 
fever.  Further,  it  is  reasonable  to  suppose  that  in  each  case 
the  pneumonitis  is  directly  due  to  a  localisation  of  the  specific 

■  Manual  off  Bacteriology.    Edinburgh  and  London  :  Young  J.  Pentland. 
1897.    Page  298. 
*  Loc.  cit    Page  312. 
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poison  of  the  disease  la  the  lung,  whether  that  poison  be  a 
micix)-organism  itself  or  a  toxin  derived  therefrom.  Indeed, 
in  respect  of  three  out  of  the  four  diseases  named,  the 
evidence,  from  a  bacteriological  standpoint,  in  favour  of  such 
a  view  is  incontrovertible. 

As  regai'ds  enteric  fever,  the  influence  of  season  and 
weather  in  i  determining  pneumonic  trouble  is,  no  doubt,  con- 
siderable ;  but  it  cannot  be  accepted  as  paramount  or  exclusive. 
And,  if  it  is  objected  that  the  Bacilli  typhi  abdominalis  of 
Eberth  have  not  as  jet  been  often  found  in  the  lungs  or 
sputum  of  enteric  fever  patients,  I  am  justified  in  attributing 
this  to  the  comparative  infrequency  with  which,  so  far,  search 
has  been  made  for  these  bacteria  in  the  pulmonary  organs. 
Here,  in  any  event,  an  almost  untrodden  path  of  investigation 
lies  open  to  the  adventurous  footsteps  and  the  keen  percep- 
tion of  our  Irish  pathologists  and  students  of  bacteriolog}*. 


I^Ir.  Henry  Crolt  said  he  bad  for  many  years  been  familiar 
with  pneumonia  as  a  complication  of  erysipelas,  which  he  ven- 
tured to  call  ^'  erysipelas  of  the  lung.**  In  these  cases  there  were 
none  of  the  ordinary  symptoms  of  pnenroonia  present;  but  on 
examination  of  the  kings  he  found  in  several  cases  solidification 
with  the  usual  dnlness,  bronchial  breathing,  bronchophony,  &c.  He 
)iad  been  acquainted  with  the  disease  for  twenty-four  years. 

Dr.  J.  W.  Moorb,  replying,  said  that  there  was  one  point  which 
he  would  like  to  repeat,  as  he  thought  he  had  been  misunderstood — 
he  had  not  said  that  in  very  few  cases  of  pneumonia  was  Fried- 
lander's  micro<-organism  present.  That  was  not  what  he  had 
intended  to  convey ;  but  he  had  intended  to  convey  that  in  influenzal 
pneumonia  the  specific  organism  of  pneumonia  was  not  often 
present.     It  was  the  Streptococcus  pyogenes. 
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A  CASE  OF  PITYRIASIS  RUBRA. 

Bt  JAMES  B.  COLEMAN,  M.D.  R.U.I.,  M.RC.P.I, ; 

Physician  to  the  RichmoDd,  Whitworth,  and  Hardwicke  Hospitals ; 
Physician  to  the  Children's  Hospital,  Dublin. 

[Bead  in  the  Section  of  Medicine,  November  19, 1897.]' 

Ix  bringing  before  the  Academy  a  case  of  the  rare  skin 
disease  pityriasis  rubra,  a  few  remarks  on  the  use  of  the 
term  may  not  be  out  of  place.  Etymologically  the  name 
pityriasis  rubra  is  derived  from  irirvpov  (bran)  and  ruber 
(red),  and  from  the  time  of  Bateman  it  has  been  applied  to 
various  chronic  aflFections  of  the  skin  characterised  by  scales 
and  redness.  In  1854  the  term  was  used  in  a  more  restricted 
sense  by  Devergie,  who  applied  the  name  Pitytictsis  rubra 
aigue  to  the  disease,  which  Hebra,  writing  in  I860,  called 
pityriasis  rubra.  Hebra's  description  is  as  follows: — "In 
pityriasis  rubra  there  is  nothing  more  than  an  intense  redness 
(liffosed  over  a  large  part  of  the  skin,  or  even  universal, 
disappearing  beneath  the  pressure  of  the  finger  (when  it 
gives  place  to  a  yellowish  coloration),  and  accompanied  by 
the  presence  of  fine,  white,  loosely-adherent  scales,  which 
result  from  the  constant  shedding  of  the  most  superficial 
layer  of  the  cuticle.*'  He  insisted  on  the  absence  of  infiltra- 
tion, moistnre,i>r  of  severe  itching  or  excoriations,  which  were 
present  in  psoriasis,  eczema,  lichen,  dec. 

Kaposi  writes : — **  By  pityriasis  rubra  we  mean  a  peculiar 
disease,  first  described  by  Hebra,  which  is  of  extremely  rare 
occurrence,  and  is  characterised  besides  its  chronic  course  bv 
the  fact  l^t  it  presents  no  other  form  of  eruption  (neitlier 
nodules,  nor  Tesiele?,  nor  pustules)  but  that  from  the'  start, 
siaddizring  its  entire  course,  thefe  ift  tiothihg'  but  redness 
^ild  desquamation  of  the  skin.' 
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Crocker  defines  pityriasis  rubra  as  *'  An  inflammatory 
disease  involving  the  whole  surf  ace  of  the  body,  characterised 
by  deep  redness  with  abundant  flaky  desquamation/'  and  he 
states  that  it  may  be  primary  or  follow  some  other  form  of 
dermatitis.  He  gives  '*  dermatitis  exfoliativa  "  as  a  synonym. 
Confusion  would  be  avoided  if  the  name  pityriasis  rubra  were 
confined  to  the  disease  described  by  Hebra,  and  if  the  term 
*>* general  exfoliative  dermatitis"  were  reserved  for  cases 
secondary  to  other  skin  diseases— such  as  psoriasis,  eczema, 
&c.  The  patient  whom  I  exhibit  will  be  found  to  be  an 
example  of  Ilebra's  type  of  pityriasis  rubra.  His  clinical 
liUtory  is  as  follows  : — 

Edward  R.,  aged  twenty,  a  clerk  by  occupation,  was  admitled 
to  the  Wliitworth  Hospital,  on  November  4th,  1897,  suffering 
from  general  rednesn  and  scaling  of  his  skin,  with  some  itchiness. 
He  has  had  the  affection  for  six  months.  It  appeared  suddenly 
in  May,  1897,  in  the  ^hape  of  redness  on  the  hacks  of  both 
his  hands  and  wrists,  and,  spreading  from  those  regions,  the  erup- 
tion covered  the  whole  body  within  a  week.  From  the  start  the 
skin  WHS  bright  red,  and  there  was  free  desquamation  of  large,  thin 
white  flakes.  The  eruption  was  preceded  by,  or  attended  with,  no 
general  symptoms,  but  there  was  moderate  itching.  He  had  pre- 
viously enjoyed  excellent  health,  and  never  had  any  skin  affection. 
He  never  had  syphilis.  He  was  a  total  abstainer  till  November,  1896, 
since  which  time  he  drank  to  excess,  more  especially  during  the 
month  preceding  the  appearance  of  the  disease.  He  was  constantly 
exposed  to  cold,  and  the  night  before  the  onset  of  the  eruption  he 
was  out  all  night  and  got  a  severe  wetting.  Alcohol  and  chill,  there- 
fore, may  have  had  some  aetiological  influence  in  exciting  the  disease. 

His  family  is  free  from  any  gouty,  rheumatic,  or  phthisical  taint, 
with  the  exception  of  an  uncle  who  died  of  phthisis*  He  states 
that  an  aunt  had  eczema. 

On  admission  to  hospital  he  was  fairly  well  nourished,  though 
of  rather  slight  build,  and  he  enjoyed  good  health  except  for  the  con- 
dition of  his  skin.  He  sometimes  complains  of  feeling  chill  when  he 
goes  out  of  doors,  and  he  is  trouble4]  at  night  by  moderate  itching. 
He  eats  and  sleeps  well ;  his  bowels  are  usually  confined ;  urine 
normal.     His  lungs  and  hearl  are  healthy;    temperature  normal 
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Tlie  inguinal  and  axillary  glands  are  all  enlarged,  but  only  to  a 
slight  decree. 

Examination  of  the  blood  shows  a  normal  condition  as  to  sp.  gr., 
h«raogIobin  and  red  corpuscles.     He  has  marked  leucocytosis,  ti»e 
white  cells  being  increased  to  37,000  per  cubic  mm.     Further,  the 
eosinophile  leucocytes  are  relatively  increased,  constituting  10  per 
cent,  of  all  the  white  cells.     A  differential  count  of  1,000  leucocytes 
gives  the  following  result : — 

Lymphocytes  ...  ...  ...  20  per  cenu 

Large  mononuclear  and  transitional  forms...     4        „ 
Polymorphonuclear  neutrophiles  ...  66        „ 

Eosinophiles  ...  ...  ...   10       „ 

Tlie  patient,  therefore,  has  eoiinophilia^  a  condition  found  by  Xeusser 
in  many  skin  affections. 

The  skin  all  over  his  body  is  of  a  dull  red  colour,  arid  covered 
with  thin,  papery  scales.  It  feels  hot,  rough,  and  dry ;  lie  never 
sweats.  The  redness  fades  on  pressure,  leaviiij;  a  yellowish  hue. 
The  scales  are  thin,  whitish,  easily  separated  from  the  subjacent 
skin,  which  is  red,  but  neither  moist  nor  infiltrated.  The  scales 
vary  in  size  from  a  fine  branny  dosquamaiion  on  the  face  and 
hands,  to  large  flakes  as  big  as  a  sixpenny  piece  on  the  back  anil 
on  the  extensor  surfaces  of  the  limbs  and  dorsal  surface  of  the  feet. 
During  the  earlier  months  of  the  disease  the  scales  were  much 
larger ;  for  the  last  few  weeks  they  have  diminished  in  size.  Every 
morning  about  a  pint  of  scales  and  powdery  detritus  is  found  in  his 
bed.  The  nails  of  both  big  toes  and  of  the  little  finger  of  lii<4 
ri^ht  hand  are  thickened  and  nearly  separated  from  their  bed  by  an 
accumulation  of  epithelii^m  beneath.  The  other  nails  are  thin,  ami 
longer  than  the  fingers  and  toes — the  thinning  being  specially  con- 
spicuous in  the  toe-nails.  The  scalp  is  covered  with  whitish- 
yellow  masses  of  scales,  and  the  hair  is  fulling  out.  The  surface 
of  the  palms  is  a  little  reddened,  and  covered  v^  ith  fine,  powdery 
desquamation,  and  the  epidermis  appears  thin  (as  if  newly  formed) 
and  traversed  by  superficial  cracks.  The  skin  of  his  soles  is 
thicker  and  desquamating  in  white  flakes.  He  states  that  the 
epidermis  peeled  freely  from  his  palms  and  soles  at  an  early  stage. 
When  the  skin  is  relaxed,  especially  at  the  bends  of  hi.^  elbows,  the 
sides  of  his  neck  and  trunk,  Ac,  the  red  and  scale-covered  surface 
presents  the  appearance  of  crepe,  being  traversed  longitudinally  and 
transversely  by  fine  ridges  and  furrows ;  but  if  the  skin  is  made 
tense  in  the  same  positions,  the  ridges  and  furrows  are  obliterated, . 
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8iid  fine,  linear  red  streaks  become  apparent.     The  mucous  mem- 
branes are  not  affected,  and  the  tongue  is  normal. 

The  above  description  fairly  represents  his  condition  on 
admission  to  hospital  a  fortnight  ago ;  since  then  he  has 
improved  considerably  ;  the  amount  of  the  desquamation  and 
the  size  of  the  scales  have  diminished^  and  the  itching  is  lesA. 
The  scales  are  now  most  evident  on  the  extensor  surfaces  of 
his  arms,  on  his  back,  and'  on  liis  legs. 

The  diagnosis  of  the  case  depends  on  the  presence  of  uni- 
versal redness  of  the  skin,  associated  with  loosely-adherent, 
tliin,  papery  scales,  and  on  the  absena  of  thickening, 
moisture,  or  of  any  primary  lesion.  The  case  differs  from 
lichen  ruber  in  the  absence  of  papules  at  any  stage,  and 
in  the  absence  of  thickening  ;  from  pemphigus  foliaceus, 
in  the  absence  of  laminated  crusts,  and  of  flaccid  bullse, 
beneath  which  the  corium  would  be  moist  and  raw;  from 
general  eczema,  in  the  absence  of  exudation  and  of  severe 
itching,  of  infiltration,  vesicles,  pustules,  and  crusts ;  from 
tliffuse  psoriasis,  by  the  absence  of  silvery  scales  adherent 
into  crusts,  and  the  absence  of  red  points  when  the  scales  are 
removed;  and  from  all  those  affections  it  differs  in  its 
absolute  universality. 

The  prognosis  of  the  case,  both  in  reference  to  its  probable 
duration  and  likelihood  of  cure,  and  as  regards  its  danger  to 
life,  must  be  considered  seriousybut  by  no  means  as  hopeless 
as  Hebra's  and  Kaposi's  experience  would  indicate.  Those 
observers  record  a  fatal  termination  in  almost  all  the  cases 
which  came  under  their  notice.  On  the  other  hand,  Crocker 
considers  50  per  cent,  far  too  high  a  figure  for  the  mortality, 
and  Pye-Smith  refers  to  forty  cases  from  different  sources, 
with  fifteen  recoveries  and  only  eight  deaths.  It  is  probable 
that  such  discrepancy  in  the  proportion  of  fatal  cases  in  the 
practice  of  different  dermatologists  is  due  to  the  fact  that 
general  exfoUati ye  .dermatitis  secondary  to  psoriasis,.  eczen^% 
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or  other  skin  diseases  is  not  nearly  as  intractable  or  as  fatal 
as  Hebra*s  type  of  pityriasis  rubra,  whereas  some  authors 
classify  all  cases  under  the  latter  cat^jgory.  Most  fatal  cases 
appear  to  occur  in  children  or  in  elderly  patients. 

Tlie  rarity  of  the  disease  is  indicated  by  the  fact  that 
Hebra  met  with  fifteen  cases,  and  Kaposi  only  six,  whilst 
Crocker  saw  only  fourteen  instances  of  the  affection  amongst 
a  total  of  10,000  skin  cases  in  his  hospital  out-patient  depart- 
ment. 

The  course  is  generally  very  chronic,  and  the  usual  cause 
of  death  is  marasmus  or  some  intercurrent  complaint.  Cases 
which  apparently  recover  are  very  liable  to  recur. 

The  cause  of  tlie  disease  is  unknown. 

Regarding  the  patliological  anatomy  in  recent  cases  there 
is  a  moderate  amount  of  cellular  infiltration  in  the  cutis  aiul 
papillary  layer.  No  special  changes  occur  in  the  epidermis 
apart  from  those  associated  with  desquamation.  In  the  later 
stages  there  is  much  atrophy  of  the  skin,  the  rete  Malpighii 
is  thinned,  tJie  papillse  disappear,  and  the  skin  appendages  are 
obliterated.  Where  the  atrophied  skin  is  tense  fissures  may 
occur. 

The  treatment  of  pityriasis  rubra,  as  may  be  inferred  from 
the  chronic  course  of  the  disease  and  high  mortality,  is  not 
satisfactory.  Such  general  measures  as  prolonged  rest  in  bed, 
avoidance  of  cold,  repeated  employment  of  tepid  baths,  milk 
and  easily  assimilable  diet,  are  indicated,  together  with  the 
local  use  of  oleaginous  applications  and  emollient  oint- 
ments. The  internal  administration  of  arsenic  may  be  tried  in 
the  lat€r  stages,  though  it  frequently  fails  ;  bark  and  mineRtl 
acids,  iron  and  cod-liver  oil  have  benefited  some  cases.  Per- 
haps the  employment  of  thyix)id  extract  might  be  of  use.  I 
should  add  that  my  patient  has  been  treated  with  arsenic, 
ointments  and  baths  for  the  last  few  months  without  any 
apparent  improvement,      Since  he  c^me  u|ider  my  care  a 
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fortnight  ago,  I  liave  adopted  no  more  active  treatment  than 
keeping  him  in  bed  and  giving  him  an  aperient  mixture 
containing  sulphate  of  magnesia.  Whatever  tlie  result  may 
be  attribated  to,  his  condition  has  certainly  improved  since 
his  admission  to  hospital,  but  it  remains  to  be  seen  if  the 
improvement  will  be  permanent. 

[Addendum, — The  subsequent  progress  of  the  case  was  one 
of  uninterrupted  improvement.  Patient  was  kept  in  bed  for 
a  further  period  of  three  weeks,  during  which  the  saline 
.»|)erient  mixture  was  continued,  and  the  scales  were  removed 
bv  tiie  dnily  administration  of  alkaline  baths,  combined  with 
the  use  of  Hebra's  Spiritus  Saponalus  Viridis  as  a  soap.  The 
tendency  to  scale-formation  lessened  every  week,  the  redness 
of  the  skin  gradually  faded,  and  the  hair  of  the  scalp  took 
on  new  growth.  Patient's  skin  was  practically  normal 
towards  the  end  of  December,  and  he  left  hospital  apparently 
cured  early  in  January,  18i*8.] 


Dr.  Wallace  Bkattt  said  the  diagnosis  between  the  two 
varieties  of  pityriasis  rubra — that  wa?*,  tlie  variety  wliich  began 
acutely  with  red  spots  and  rapidly  became  general,  and  the 
variety  preceded  l>y  an  eczema  or  lichen — could  be  made  out  only 
liy  the  clinical  hixtory.  When  one  saw  a  universal  cane  of 
pityriasis  rubra  which  had  succeeded  an'  eczema  or  psoriasis,  the 
appearances  of  such  a  case  were  precisely  similar  to  the  appear- 
ances in  Dr.  Coleman's  case,  so  that  it  just  came  to  be  a  question 
whether  to  call  this  case  pityriasis  rubra,  when  the  case  is  acute 
and  not  preceded  by  any  other  skin  disea^^e,  and  whether  to  call 
the  other  ca«<es  general  psoiiasis  or  general  lichen.  He  was 
inclined  to  look  on  pityiiasin  as  a  condition  which  might  be 
primary  or  which  might  be  secondary  to  some  other  skin  affectioti. 
He  described  a  few  cases  of  skin  disease  last  year,  one  of  which 
presented  all  the  chamcters  of  pityriasis  rubra  in  the  beginning ; 
however,  the  course  since  shows  that  it  is  a  case  of  pemphigus 
foliaceus.  Looking  at  Dr.  Coleman's  case  f(ir  the  first  time  one 
might  think  that  it  was  a  case  of  generalised  sebonhuca,  but  the 
history  must  show  that  it  was  a  case  of  pityriasis  rubra. 
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Ds.  FiNNT  said  that  the  case  did  not  conform  typically  to  many 

of  the  described  symptoms  of  the  disease,  and  it  was  hard  to  say 

to  nrhat  group  it  belonged,  except  to  tlie  class  of  pityriasis  rubra. 

There  were  in  this  case  symptoms  which  he  had  not  seen  in  any 

ease  of  pityriasis  rubra— namely,  great  thickening  of  the  scalp, 

with   a   great   qaantity  of    scales,   and    with   alopecia.      Tiiese 

symptoms  were  absent  in  the  only  two  cases  he  had  ever  seen. 

Also,  the  scales  in  those  cases  were  very  much  larger  than  those  in  Dr. 

Coleman's  case.     This  fact  made  one  look  on  the  case  as  one  in 

which  scaling  was  taking  place  after  universal  erythema.     It  struck 

him  that  in  taking  up  the  skin  of  the  patient's  arms  and  legs  it  felt 

extremely  tight  and  hard^  and  the  skin  did  not  seem  to  him  to  be 

the  soft  skin  which  is  found  in  pityriasis  rubra,  but  over  the  tibia 

it  could  not  be  moved  at  all,  and  one  might  think  it  was  eczema 

with  dried  exudation.     The  patient  himself  said  he  was  itchy  atul 

bad  to  scratch  himself,  and  he  (Dr.  Finny)  thought  that  this  was 

one  of  the  pecaliarities  wanting  in  pityriiisis  rubra,  as  there  was 

generally  no  itching  at  all. 

The  Secretary  (Dr.  R.  Travers  Sbiith),  said  that  he  should 
like  to  support  Dr.  Coleman  wh^n  he  said  that  the  disease  was 
much  better  marked  some  time  ago  when  he  (Dr.  Smith)  had  seen 
the  patient.  The  scales  were  then  much  more  abundant,  and  the 
erythema  was  more  intense,  especially  over  the  arms  and  anterior 
surface  of  the  chest.  He  asked  what  Dr.  Coleman  thought  was  the 
Mgnificance  of  the  leucocytosis  in  the  case,  as  he  believed  it  had  not 
been  demonstrated  in  a  case  of  pityriasis  before. 

Dr.  Knott  said  he  had  seen  a  case  of  pityriasis  rubra.  The 
patient  was  an  old  man,  eighty  years  of  age,  and  the  one  symptom 
that  he  complained  of  was  sleeplessness,  due  chiefly  to  the  itching, 
although  not  violent  itching. 

Dr.  Coleman,  replying,  said  he  agreed  with  Dr.  Beatty  that 
secondary  cases  of  pityriasis  rubra  or  dermatitis  exfoliativa  were 
indistinguishable  clinically,  except  for  their  history,  from  a  case 
such  as  he  had  brought  forward,  but  he  thought  that  a  distinction 
might  with  advantage  be  made  on  account  of  the  relatively  better 
prognosis  of  the  cases  which  are  secondary  to  eczema,  for  instance, 
liegarding  Dr.  Finny*s  remarks  as  to  the  alopecia  of  the  patient's 
head,  he  (Dr.  Coleman)  thought  that  some  alopecia  always 
existed  in  pityriasis  rubra,  and  Unna  laid  stress  on  this  as  a 
symptom  of  the  disease ;  the  accumulation  of  scales  on  the 
patient's  scalp  was  due  to  the  hairs  fixing  the  scales,  and  to  the 
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fact  that  the  patient's  head  had  not  been  washed  for  some  weekfi. 
Neither  some  thickening  of  the  skin  nor  itching  was  sufficient  to 
upset  the  diagnosis  of  pityriasis  rubra;  in  fact,  in  some  of  the  very 
chronic  cases  a  considerable  amount  of  induration  of  the  skin 
had  been  found.  Itciiing  had  also  been  noticed  now  and  then 
as  a  prominent  symptom,  although  it  was  not  usually  present. 
With  regard  to  Dr.  Travers  Smithes  question  about  the  significance 
of  the  leucocytosis,  he  (Dr.  Coleman)  supposed  that  in  this  case 
it  was  due  to  the  inflammatory  condition  of  the  skin.  Neuftser 
had  found  an  increased  proportion  of  eosinophiles  in  a  number  of 
skin  diseases,  and  he  (Dr.  Coleman)  had  found  such  a  condition  in 
a  case  of  pemphigus  latterly.  In  reply  to  Dr.  Knott,  it  was,  he 
thought,  true  that  no  other  form  of  skin  disease  had  such  an 
absolutely  universal  distribution  as  pityriasis  rubra,  although  one 
occasionally  sees  cases  of  psoriasis  diffusa  and  pemphigus  foliaceus 
affecting  almost  the  whole  surface  of  the  body. 


A  CASE  OF  SYPHILITIC  ENCEPHALOPATHY. 

« 

Bt  W.  R.  DAWSOX,  M.D.  ; 
Assistant  Medical  Superintendent,  Fambam  House  Private  Asylum,  &c. 

[Bead  in  the  Section  of  Medicine,  December  17, 1897.] 

The  delimitation  of  the  area  occupied  by  the  disease  or 
group  of  diseases  commonly  designated  General  Paralysis 
of  the  Insane  is  a  problem  which  is  receiving  an  increasing 
amount  of  attention.*  Its  difficulty  lies  in  the  fact  that 
neither  clinically  nor  anatomically  is  the  boundary  line 
between  this  and  a  number  of  other  diseases  in  any  way 
distinct.  Especially  is  this  true  of  the  clinical  aspect,  for, 
however  characteristic  a  typical  case  may  appear,  there 
can  be  no  question  that  the  percentage  of  such  cases  is 
now  relatively  small,  at  least  as  regards  the  earlier  stages 
of  the  disease,  and  thatnn  the  majority  of  instances  the 
diagnosis  presents  varying  degrees  of  difficulty  in  conse- 
quence of  the  more  or  less  atypical  nature  of  the  sym- 
ptoms. On  the  other  hand,  there  is  a  well-recognised  class 
of  eases,  mostly  df  a  toxic  character,  which  may  exhibit  a 
group  of  symptoms  almost,  if  not  quite,  indistinguishable 
from  those  of  the  graver  malady,  from  which  they  can 
sometimes  be  distinguished  only  by  a  iprolonged  observa- 
tion of  their  course.  But  of  these  there  is  one  which  pre- 
sents much  greater  difficulties  than  any  of  the  others, 
inasmuch  as  its  a)tiology  and  incidence  are  identical  with 
those  of  general  paralysis,  while  the  physical  and  mental 
phenomena  may  bear  the  strongest  possible  resemblance — 
1  allude  to  tertiary  syphilitic  disease  of  the  central  nervous 

'  Cf.  Discussion  opened  by  Binswanger  at  the  Twelfth  International 
Congress,  Moscow.  \.  w 
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system.  It  is  mainly  as  a  case  in  point  that  I  have  thouglit 
it  worth  while  to  bring  the  following  under  your  notice, 
although  there  are  not  wanting,  as  I  think,  other  poiuts  of 
interest  in  it : — 

Case. — A  gentleman,  forty-five  yoars  of  age,  married,  was 
aHmitted  to  FHroham  House  on  February  23rd,  1897.  His  history, 
ascertained  at  various  times  subsequently,  is$is  follows: — He  comes 
of  an  aristocratic  family,  more  than  one  member  of  which  has 
•  lisen  to  eminence — his  grandfather,  for  example,  held  a  very  high 
ecclesiastical  position — though  he  himself  was  merely  a  minor 
official  in  a  small  provincial  town.  His  mother's  sister  whs 
insane,  and  both  parents  had  been  addicted  to  alcohol.  The 
pHtient  is  stated  to  have  been  v-ery  clever  and  intelligent,  with 
an  excellent  memory  and  a  taste  for  rending,  and  one  of  the 
best  oflicialsof  his  class  in  Ireland.  He  had,  however,  always  been 
peculiar,  and  was  boastful,  exaggerative,  headstrong,  and  given  to 
extravagance  in  money  matters,  believing  that  he  was  destined  one 
day  to  become  rich.  He  never  worked  hard.  There  is  a  tradition 
that  he  suffered  from,  sunstroke  in  boyhood,  and  he  bears  the  marks 
of  various  accidents  in  the  form  of  scars  and  the  like.  He  himself 
admitted  having  had  syphilis  many  years  ago,  though  his  relatives 
believed  him  to  have  lived  a  most  moral  life.  This  was,  however, 
doubtless  true  since  his  marriage,  about  twenty  years  back,  of  which 
there  are  several  living  children,  the  eldest  about  seventeen.  For 
the  past  fifteen  years  he  has  been  a  heavy  drinker,  except  at  inter- 
vals, and  his  alcoholism  culminated  a  few  years  ago  in  an  attack  of 
delirium  tremens^  since  when  it  is-  stated  that  he  "  has  never  been 
the  same  man."  Fits  and  paralysis  are  denied  by  the  relative  from 
whom  most  of  the  history  was  obtained,  but  the  patient  stated  that 
he  had  had  some  sort  of  ^^  stroke  "  about,  six  years  ago,  followed 
by  right^sided  paresis,  including  right  ptosis.  (I  give  this  for  what 
ii  may  be  worth.)  He  was,  however,  undoubtedly  under  treatment 
in  January,  181^1,  at  the  National  Eye  and  Ear  Infirmary  for  ptosis 
and  paralysis  of  accommodation  of  the  right  eye  only,  at  which 
time  he  was  also  suffering  from  general  tremor.  The  symptortia 
were  ascribed  to  alcohol  and  tobacco,  in  both  of  which  he  had  been 
indulging  to  excess,  and  after  three  weeks'  treatment  with  iodide 
of  potassium,  combined  with  abstinence  from  alcohol  and  nicotine, 
his  eye  was  nearly  well,  and  his  general  state  much  improved. 
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There  is  absolutelj  no  history  of  severe  headache.  DiplopiH« 
fe^pecially  when  looking  at  things  obliquely,  is  said  to  have  been 
occasionally  present  before  his  admission,  but  he  did  not  remember 
that  it  had  occurred  subseq|ieiitJy.  He  became  insane  for  the 
first  time  in  the  middle  of  February ~t»«.^  just  prior  to  his  admis- 
sion. 

He  was  a  tall^  fk>rid,  loosely-built  man,  with  reddish  hair  and 
grp}'  eyes,  in  good  bodily  condition  though  not^  sto«t,  and  of  a  rather 
weak  type  cf  face.  His  most  prominent  symptom,  which  obtruded 
itself  immediately,  was  a  general  exaltation  of  mind,  manifested 
partly  in  his  elated  look  and  expansive  manner,  and  in  an  excess  of 
good-fellowship,  but  especially  in  numerous  grandiose  delusions. 
Thus  he  was  always  announcing  that  lie  had  '^  made  his  piie,*'  had 
HO  estate  of  8,000  acres  and  was  going  to  buy  another  of  the  same 
size,  had  several  mailing  yachts  and  a  steam-yacht  (tlie  latter,  how- 
ever, being — as  he  added,  more  Hiberuico^-^wwked  by  electricity), 
and  horses  which  had  won  sevend  important  races,  ridden  by 
himself,  and  similar  instances  of  hi»iwsealth  and  prowess.  He  would 
invite  all  and  sundry  to  accompany  him  on  yachting-trips  or  tours 
on  which  he  was  always  on  the  point  of  starting,  and  was  going  to 
make  the  fortune  of  various  persons  to  whom  he  took  a  fancy. 
AVithal  there  was  a  certain  mental  weakness  perceptible,  and  he 
was  extremely  facile.  His  memory,  however,  though  certainly 
impaired  in  some  degree,  seemed  upon  the  whole  fair,  at  all  events 
for  less  recent  occurrences,  though  it  was  hard  to  disentangle  truth 
from  falseliood  in  his  reminiscences.  He  answered  questions  readily. 
On  one  occasion  only  was  there  a  suspicion  of  a  hallucination  of 
hearing. 

On  the  physical  side  the  following  were  observed  during  the  early 
part  of  his  residence  at  Farnham  House : — ^The  face  was  somewhat 
fl.'ittened  by  partial  obliteration  of  the  naso-labial  folds,  and  there 
was  right  ptosis.  Both  pupils  were  irregular  and  eccentric,  the 
right  being  smaller  than  the  left,  which  wtxs  of  medium  size.  In- 
stillation of  atropin,  at  a  later  date,  enlarged  both  moderately  and 
rendered  them  equal,  but  did  not  abolish  the  irregularity  of  outline. 
Biith  pupils  failed  to  respond  to  light,  directly  or  consensually,  and 
to  sensory  stimulation ;  both  contracted  on  accommodation,  but  the 
left  very  sluggishly.  Accommodation  itself  was  not  tested,  but 
there  seems  to  have  been  difficulty  in  reading  (thou;;h  this  is  merely 
an  inference),  and  that  of  the  right  eye  was  certainly  weak,  as  will 
be  seen  subseqticntly,  so   that   there  was  probably  dome  paresid. 
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Dimness  of  vision  wa^  eomplained  of,  which  the  patient  afterwards 
compared  to  seeing  tilings  as  if  through  water,  but  ophthalmoscopic, 
examination  failed  to  reveal  any  abnormality,  unless  perhaps  the 
definition  of  the  optic  discs  may  have  been  somewhat  less  sharp 
th>«n  usuhI.  Other  motor  symptoms  were  some  general  tremor, 
filight  tremor  of  the  tongue — not  at  all  marked — and  slight  jerkine^s 
of  gait.  Speech  anomalies  were  absent.  The  knee-jerks  were 
greatly  increased,  but  no  di-*tinct  ankle-clonus  was  elicited.  '^  Fin^ 
and  needles"  sensations  in  the  feet  were  complained  of.  The  heart 
was  easily  accelerated  and  weak  (the  pulse  was  1 28  at  the  time  of 
the  first  examination,  the  temperature  being  about  99^),  and  palpi- 
tation was  complained  of,  but  otherwise  the  thoracic  organs  were 
fairly  healthy.  There  was  some  chronic  irritation  of  the  pharynx 
find  larynx,  but  the  digestive  tract  seemed  fairly  healthy,  except 
that  appetite  was  at  iirst  poor.  The  bowels  were  stated  to  be 
regular.  The  liver,  however,  was  enlarged,  projecting  about  1^  or 
2  inches  below  the  costal  margin,  and  was  rather  tender,  while 
some  pain  was  eomplained  of  below  the  right  scapula.  The  urine 
showed  no  trace  of  albumen,  and  was  normal  in  colour,  odour,  and 
reaction.  On  the  skin  of  the  legs  and  lower  part  of  the  back  a 
rupia-like  eruption  was  visible,  and  there  was  a  slight  reddish  raali 
in  the  centre  of  the  chest.  A  small  scar  on  the  dorsum  of  the 
penis  was  stated  by  the  patient  to  be  the  result  of  a  chancre. 

At  first  sight  the  symptoms  and  history  seemed  unmis- 
takably to  indicate  general  paralysis.  But  although  many 
of  the  phenomena  of  this  disease  were  undoubtedly  pre- 
sent— ^in  the  character  of  the  delusions  and  general  mental 
attitude,  the  pupillary  anomalies,  the  exaggerated  knee- 
reflcjxes,  and  the  flattening  of  the  face,  for  example — some 
of  the  most  impoi'tant,  such  as,  above  all,  speech  abnor- 
malities, as  well  as  pronounced  tremor  of  the  tongue,  were 
.conspicuous  by  their  absence.  Moreover,  further  observa- 
tion of  the  mental  state  showed  that  even  the  delusions 
were  not  so  utterly  childish,  or  so  inconsistent  one  with 
another,  as  is  usual  in  general  paralysis ;  that  the  patient 
shpwed  some  ingenuity  in  reconciling  them  ;  and  that  the 
degree. of  mental  weakness  waB  xlisproportipnately  slight 
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as  compared  with  the  delusions — in  fact,  it  was  early 
noted  that  the  patient  was  fairly  reasonable  on  ordinary 
matters.  As  there  was  also  evidence  of  active  syphilis  in 
the  skin  eruptions  it  was  hoped  that  the  disease  might 
prove  to  be  merely  cerebral  syphilis ;  and,  accordingly,  on 
March  10th,  the  administration  of  iodide  of  potassium  was 
begun  in  doses  of  five  grains  three  times  a  day,  the  dose 
being  gradually  increased,  until  at  last  it  reached  fifteen 
grains.  No  alcobol  was  given  from  the  time  of  his  admis- 
sion (in  fact,  he  seemed  to  have  little  desire  for  it), 
tobacco  was  hmited,  and  the  patieat  was  kept  much  in 
the  open  air. 

It  may  be  stated  at  once  that  from  the  time  when  the 
iodide  of  potassium  was  administered,  improvement  was 
steady  and  uninteiTupted.     So  far  from   being  inconve- 
nienced by  the  large  doses  of  the  salt,  the  patient  declared 
that  he  felt  much  better  while  taking  it,  and  both  appetite 
and  sleep  improved,  tremor  disappeared,  ptosis  diminished, 
the  gait  became  firm,  and  the  skin  eruption  healed.     The 
mental   condition,   as   might  have  been  anticipated,  pro- 
pjressed  more  slowly,  but  improvement  was  soon  manifest, 
and  the  delusions  began  gradually  to  pass  away.     From 
continually  talking  about  his  wealth,   his   mansion   and 
demesne,  and  so  forth,  he  came  to  speak  of  them  less  and 
less,  though,  if  directly  questioned^  he  would  still  assert, 
their  existence.     Towards  the  end   of  April,   not   quite 
seven  Weeks  from  the  first  dose  of  iodide,  it  was  noted 
that  "a  great  deal  of  his  talk  now  is  such  as  might  bo 
that  of  a  sane  braggait  v^rith  a  total  disregard  for  trutlu 
and  who  only  half  expected  his  stoiies  to  be  believed.    He 
even  said  on  one  occasion,  in  a  joking  way,  that  he  "  had 
been  telling  *'  one  of  the  other  patients  "  a  lot  of  lies." 

It  is  necessary,  however,  to  deal  with  the  case  more 
in  detail^  especially  as-  several  new  symptoms  developed 
in  its  ocwnse.  
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On  March  lltli  a  cramp-tike  pain  was  complained  of  round  the 
abdomen  about  the  level  of  the  transverse  colon.  On  March  25th 
the  gait  was  stated  to  be  normal,  the  delusions  less  in  evidence,  and 
spoken  of  ^'  without  any  of  the  usual  G.-P.  boa^tfulness  and  eleva- 
VMiion."  A  few  days  previously  he  had  complained  of  having  had 
a  **  stroke"  in  the  night  affecting  his  right  side,  but  if  this  was 
true  the  only  result  was  a  slight  lameness  next  day.  Nothing 
similar  occurred  subsequently.  On  the  31st  he  declared  that  he 
liad  ^^ rheumatic  pains'*  in  various  parts  of  his  body.  A  deluf«ion 
of  suspicion  wa?  Hrst  expressed  on  April  3rd,  but  was  speedily 
forgotten.  By  this  time  the  rupia  had  healed,  and  the  liver,  thou^ih 
Htiil  enlarged,  had  ceased  to  be  tender.  The  knee-reflexes  remained 
exaggerated.  The  condition  of  the  pupils  was  examined  on  April 
'20th,  and  foimd  to  be  practically  unaltered,  but  sight  was  stated  to 
be  improved.  There  was  some  unsteadiness  on  closing  the  e}  en 
with  the  feet  together,  the  only  time  this  symptom  was  observed. 
On  April  2Gth  the  patient  stated  that,  although  there  was  still  some 
dimness  of  virion,  he  could  now  read  small  print.  On  May  6ih  the 
})npil8  were  unaltered,  but  the  ptosis  was  slighter.  The  face  was 
still  rather  flattened.  The  patient  stated  that  he  saw  better,  but 
that  the  right  eye  sometimes  became  fatigued  in  reading,  compelling 
him  to  close  it  and  use  the  left  only.  The  tontzue  was  steady,  the 
knee-jerks  less  marked,  the  right  being  normal.  The  liver  was 
reduced  in  size  and  not  tender,  the  appetite  good,  and  the  bowels 
acting  normally.  The  heart  was  still  slightly  jerky,  but  the  pulse- 
riite  only  84.  The  temperature  was  not  raised.  The  only  complaint 
was  of  muscular  pains,  and  of  a  pain  ^'  like  a  belt "  felt  at  about  the 
level  of  the  costal  margin  in  the  morning,  and  on  sitting  still  for  a 
time.  Mentally  he  was  much  improved,  and  especially  when  excite<l 
hpoke  quite  sanely.  He  occasionally  refeired  to  his  delusions, 
especially  if  questioned,  but  seemed  less  sure  of  them,  and  wan 
altogether  quieter  than  formerly.  He  said  that  he  could  only 
remember  in  a  fragmentary  way  the  first  five  weeks  or  so  of  his 
residence  at  Farnham  House.  On  the  following  day,  May  7tli,  he 
was,  owing  to  want  of  means,  transferred  to  a  district  asylum,  to 
one  of  the  medical  officers  of  which  I  am  indebted  for  the  remaining 
history  of  the  case. 

During  the  next  four  weeks  his  state  remained  unaltered,  the 
exalted  delusions  persisting.  The  iodide  was  continued,  though 
in  smaller  (5  gr.)  doses.  In  June,  however,  the  exalted  delusions 
seenri  to  have  ceased,  and  he  became  very  angry  against  all  his 
frieuds,  especially  the  relative  who  had  been  instrumental  in  sending 


By  Dr.  W.  R.  DAWsoy.  31 

him  to  an  asylum.  He  wan  oonAtnntly  dcinaiitling  hU  release  and 
writing  letters,  many  of  tliem  in  a  chfl<lii«h  manner,  and  tlireatenin;; 
actions  at  law  against  anyone  who  bad  anything  to  do  with  hiM 
committal  or  detention.  At  the  same  time  he  was  dull  and  de- 
pressed. There  was  little  alteration  during  July,  but  in  August, 
after  a  vitfit  from  his  brother,  he  somewhat  suddenly  changed  for 
the  better,  became  bri<;ht  and  cheer fi)l,  and  seemed  reconciled  to 
hii(  friends,  saying  that  he  was  sure  they  had  all  acted  for  the  bent. 
This  improvement  continued, and  he  was  finally  discharged  recovered 
on  September  9tb.  The  ptosis  had  further  improved  at  this  time, 
and  the  irregtilarity  of  the  pupils  had  disappeared  about  a  month 
prior  to  his  discharge.  The  last  account  received  <>f  his  8tate  has 
been  favoorable. 

We  have  here  a  brain  hereditarily  weak,  and  further 
impaired  by  the  syphilitic  virus,  by  alcohol,  and  by  an 
attack  of  delirium  tremens.  Certain  ocular  symptoms 
occur,  which  recover  with  abstinence  and  iodide,  but  some 
years  subsequently,  with  a  syphilitic  skin- eruption,  there 
i^  a  return  of  the  ocular  symptoms  in  increased  extent, 
with  exaggerated  knee-reflexes,  various  sensory  anomali(^s 
(muscular  and,  possibly,  girdle-pains,  "  pins  and  needles  *' 
sensations  in  the  feet),  some  appearance  of  muscular 
weakness  (flattening  of  the  face,  tremors),  cardiac  weak- 
ness, and  enlargement  of  the  liver.  With  these  there  is 
a  mental  alienation  characterised  by  gi*andiose  delusions, 
elevation,  and  some  mental  weakness.  Abstinence  and 
iodide  once  more  prove  effective;  and,  after  being  an 
inmate  of  an  asylum  for  some  seven  months,  the  patient 
has  quite  recovered  mentally,  and  is,  physically  at  all 
events,  enormously  improved. 

The  result  of  antisyphilitic  treatment,  both  as  regards 
the  tolerance  of  iodide  and  the  ultimate  issue  of  the  case, 
having  thus  confirmed  the  diagnosis,  which  was  at  flrst 
indeed  merely  a  suggestion,*  there  can  be  little  doubt  as  to 

*  As  a  matter  of  fact,  the  case  was  at  first  regarc  ed  as  probably  one  of 
general  paralysis. 
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the  syphilitic  nature  of  the  case.  Nevertheless,  there  were 
two  importaDt  facts  against  this  view — namely,  the  existence 
of  grandiose  delusions,  which  are  usually  said  to  be  rare  iu 
insanity  due  to  cerebral  syphilis,  and  the  total  absence  of 
tlie  severe  headaches  and  insomnia  which  almost  invariably 
accompany  the  latter.  No  argument  either  way  could  be 
drawn  from  the  pupillary  phenomena,  wliich  would  be 
equally  likely  to  occur  in  tertiary  syphilis  or  general  para- 
lysis; but  the  ptosis  and  diplopia  would  rather  indicate 
the  former.  Most  of  the  other  symptoms  might  have  been 
caused  by  general  paralysis,  by  syphilis,  or,  as  I  have  no 
doubt  some  of  them  were,  by  chronic  alcoholism.  But,  on 
the  whole,  the  evidence  was  in  favour  of  tertiary  syphilis, 
and  the  issue  of  the  treatment  has  settled  the  question. 
It  therefore  only  remains  to  discuss  the  symptoms  and 
endeavour  to  draw  some  conclusion  as  to  the  nature  and 
position  of  the  syphilitic  lesions. 

In  the  first  place,  it  may  be  said  at  once  that  the  total 
absence  of  the  symptoms  of  tumour,  more  especially  of 
lieadache  and  optic  neuritis,  negatives  the  idea  of  any 
bulky  or  extensive  gummatous  formation;  and,  in  fact, 
the  former  argues  against  extensive  disease  of  any  sort. 
Now,  the  oases  of  cerebral  syphilis  in  which  the  symptoms 
resemble  those  of  general  paralysis  seem  to  be,  as  a  rule, 
of  two  classes — those,  namely,  in  which  there  is  extensive 
disease  of  the  convexity  of  the  brain,  and  those  in  which 
the  vessels  are  chiefly  involved.  The  former  may  here  be 
excluded,  both  for  the  reasons  given  above  and  from  the 
absence  of  such  persistent  epileptoid  convulsions  as  are 
usually  caused  by  disease  in  this  region.  Are  there  any 
indications  that  the  vessels  were  affected  ?  If  the  patient's 
account  of  the  two  fits  or  "strokes"  be  accepted,  they 
undoubtedly  point  in  this  direction.  The  first  would  pro- 
bably be  due  to  a  thrombosis;  the  second^  that  which 
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occurred  during  his  residence  at  Farnham  House,  would 
be  one  of  those  attacks,  lasting  only  a  very  brief  time,  and 
due  to  temporary  closure  of  a  vessel,  which  are  by  no 
means  uncommon  in  syphilitic  brain  disease.     Too  much 
importance,  however,  must  not  be  attached  to  these ;  but 
there  is  an  additional  argument  in  the  fact  that  disease  of 
the  vessels  is  most  commonly  associated  with  disease  at 
the  base  of  the  brain,  of  which  there  is  here  unequivocal 
evidence.     In  the  first  place,  the  ptosis  and,  probably,  the 
diplopia  indicate  implication  of  the  right  third  nerve  or 
its  nucleus,  and  the  pupillary  abnormalities  show  a  very 
complicated  lesion  in  the  same  locality.     Thus  there  was 
Argj'll  Bobertson  pupil  on  both  sides.     This  phenomenon 
indicates  an  interruption  of  the  special  tract  somewhere 
between  the  retina  and  the  nucleus  of  the  ciliary  fibres  iu 
the  floor  of  the  third  ventricle.     As  sight  was  not  seriously 
affected,  this  inteiTuption  must  have  beeii  at  some  point 
after  the  special  fibres  have  quitted  the  optic  tract,  which, 
according  to  Henschen,*  they  do  by  its  median  root,  pro- 
ceeding towards  the  superior  corpora  quadiigemina,  where 
the  centre  for  pupillary  contraction  to  light  probably  lies. 
There  must,  then,  have  been  a  nuclear  degeneration  here, 
or  an  interruption  of  the  fibres  passing,  by  what  route  is 
uncertain,  fi'om  thence  to  the  nucleus  of  the  third  nerve. 
Iu  addition  to  this  there  was  paresis  of  accommodation  of 
the  right  eye  certainly,  and,  probably,  of  the  left  also,  and 
paralytic  mydriasis  of  the  left  eye,  neither  of  these  being 
complete.     It  is  almost  impossible  that  even  so  capricious 
a  disease  as  syphilis  could  pick  out,  in  the  third  nerve,  the 
fibres  to  the  sphincter  iridis  on  one  side  and  the  ciliary 
fibres  on**  one  or  both,  and  of  the  alternatives  by  far  the 
most  probable  is  that  the  nuclei  were  afiTected.     Further- 

■  Klin.  n.  Anat.  Beitrage  znr  Path.  d.  Gehirns.    Teil  IIL,  pp.  100  ff. 
^/.e.,  the  fibres  deatined  for  the  ciliary  mascle. 
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more,  tbe  dilating  apparatus  of  the  pupil  was  also  to  some 
extent  impaired,  88  the  right  pupil  was  small,  neither 
responded  to  any  sensory  stimulation  that  was  tried,  and 
neither  was  fully  dilated  a  couple  of  hours  after  instilla- 
tion of  atropin.  The  irregularity  of  the  pupils  points  in 
the  same  direction.  The  sympathetic  fibres  on  the  two 
sides  may,  of  course,  have  been  independently  affected,  or 
the  cilio-spinal  region  diseased;  but,  as  the  paresis  was 
double  and  partial,  a  central  lesion  seems,  on  the  whole, 
again  to  be  indicated.  The  centre  for  dilatation  is  placed 
by  Hensen  and  Volckers*  just  external  to  the  thiixl 
nerve-nucleus.  A  somewhat  discriminating  central  lesion, 
therefore,  in  the  gi'ey  matter  of  the  posterior  part  of  the 
third  ventricle  and  Sylvian  aqueduct,  would  account  for 
all  the  pupillary  phenomena  as  well  as  for  the  ptosis.  The 
dimness  of  sight,  if  not  entirely  due  to  paresis  of  accom- 
modation, may  be  accounted  for  as  the  result  of  a  retro- 
bulbar neuritis,  syphilitic,  alcoholic,  or  tobacco,  of  which 
slight  indistinctness  of  the  margin  of  the  disc  is  a  recog- 
nised sign.  The  flattening  of  the  face-muscles  may  pix>- 
bably  be  ascribed  to  a  slight  atrophic  lesion  of  the  nucleus 
of  the  seventh  nerve,  and,  possibly,  some  similar  process 
in  the  vagus  may  have  been  at  the  root  of  the  cardiac 
symptoms,  though  tobacco  and  alcohol  will  account  for 
them  with  greater  probability.  At  all  events,  there  can 
be  no  doubt  that  there  was  syphilitic  disease  localised  at 
the  base  of  the  brain,  and  it  seems,  therefore,  most  pro- 
bable that  it  was  through  the  circulation  that  the  cortex 
was  aifected. 

Our  present  knowledge  of  mental  physiology  does  not 
justify  positive  conclusions  as  to  cortical  localisation  drawn 
from  mental  symptoms,  and  it  is,  therefore,  without  any 
desire  to  lay  overmuch  stress  on  the  fact,  that  I  venture 

•  Von  Graefe'a  Ardiiv,,  Bd,  XXIV.,  p.  21. 


Dr.  W.  R.  Dawso!^.  3o 

t/)  point  out  the  resemblance  between  the  symptoms  in  this 
case  and  those  which,  according  to  Flechsig,  will  follow 
disease  of  his  frontal  association  centre — an  area  comprising 

I" 

the  greater  part  of  the  frontal  and  a  portion  of  the  limbic 
lobe.    I  quote  the  words  of  a  pupil  of  Flechsig,  Dr.  L.  F. 
Barker': — *'  The  individual  may  in  his  mind  connect  his 
personality  with  mental   pictures   which   have  in  reality 
nothing  to  do  with  himself ;  thus  he  may  think  himself  of 
enormous  dignity,  or  that  he  is  possessed  of  great  wealth, 
or  that  he  is  a  genius.     In  other  cases  he  fails  to  connect 
his  own  person  in  any  way  by  means  of  association  with 
external  perceptions,  so  that  he  may  forget  himself,  or  may 
fail  altogether  to  observe  his  surroundings.     Still  in  pos- 
session of  numerous  ideas,  he  may  speak  in  an  prderly 
fashion,  although  he  appears  unable  to  distinguish  the  true 
from  the  false,  and  the  imagined  from  the  experienced. 
Iksides  these  logical  defects  he  may  show  a  diminution  of 
his  capacity  for  ethical  and  aesthetic  judgment,"  &c.     The 
resemblance  is  certainly  striking,  and,  in  addition,  it  may 
be  remarked  that  this  part  of  the  brain  is,  with  the  kinaesthe- 
tic  area,  apt  to  be  especially  affected  by  the  chronic  menin- 
gitis due  to  prolonged  indulgence  in  alcohol.     It  is  possible 
that  the  tremors,  the  vague  pains,  and  the  increased  knee- 
jerks  may  indicate,  at  least  in  some  degree,  affection  of  the 
motor  area,  though  alcohoUc  lesions  of  the  peripheral  nervej^ 
have  to  be  reckoned  with  as  regards  the  former,  and  the 
latter  is,  perhaps,  susceptible  of  a  different  explanation.  The 
reading  of  the  symptoms  which  I  should  suggest  would  be 
l)asal  disease  of  slight  extent,  but  affecting  important 
structures,  and  combined  with  an  arteritis  which,  although 
not  severe,  was  sufficient  by  the  lessened  blood  supply  to 
produce  morbid  under-action,  but  not  irrecoverable  de- 
generation, in  the  cortical  structures  of  the  fore-part  of  the 

'  JduM  Hopkinfl  Ho«p.  Bulletin,  YIII.,  70  (Jftn.  1897),  p.  12. 
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.  brain,  already  weak  by  heredity,  and  further  impaired  by 
alcohol  and  general  syphilis.  That  the  morbid  state  was 
due  to  reduced  action  of  the  cortical  structures  is  also  shown 
by  the  fact  that  towards  the  end  the  patient  became  saner 
when  excited. 

A  few  words  as  to  the  other  sj''mptom8.  The  muscular 
pains  and  tremors,  and  the  "  pins-and-needles  "  sensations 
in  the  feet,  were  probably  to  a  large  extent  of  alcoholic 
origin.  The  increased  knee-reflexes  may  have  been  due 
to  lesions  of  the  kinsesthetic  area,  as  has  been  mentioned, 
but  it  is  also  possible  that  the  cause  was  spinal,  and  due  to  a 
localised  meniugo-myelitis  aflfecting  the  3rd  and  4th  lumbar 
segments  of  the  cord.  If  the  belt-like  pain  complained  of 
was  really  a  girdle-pain  it  affords  another  indication  that 
the  cord  or  the  posterior  nerve  roots  were  affected — a  not 
uncommon  occun'ence,  moreover,  in  syphilitic  disease  of 
nervous  centres.  But  as  the  pyramidal  tracts  would  have 
to  be  involved  in  order  to  increase  the  knee-reflexes,  and 
there  was  no  paralysis,  it  seems  on  the  whole  more  probable 
that  this  symptom  was  cortical.  So  little  is  known,  how- 
ever, of  some  of  the  conditions  which  produce  it  that  it  is 
unsafe  to  attach  much  importance  to  the  phenomenon  as  a 
means  of  localisation. 

The  enlargement  of  the  liver,  not  being  attended  with 
other  symptoms  of  cirrhosis,  may  be  ascribed  to  congestion 
due  to  alcoholism  and  weak  heart. 


The  Presidknt  said  he  wiiihed  to  ask  Dr.  Dawson  if  he  Iiad 
seen  many  nervous  cases  attributable  to  syphilis  in  the  earlier  stages 
of  the  disease. 

Dr.  Drury  said  he  would  like  to  ask  Dr.  Dawson  if  he  considered 
syphilis  to  be  a  very  common  and  constant  forerunner  of  general 
paralysis. 

Dr.  Pollock  askeJ  Dr.  Dawson  if  he  was  able  to  ECfMirate  the 
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iilcnholic  from  the  sypliilitie  symptoms.  He  said  tfuit  he  hail  mel 
with  some  cases  of  exaltation  which  were  entirely  due  to  alcoholism, 
and  one  which  went  on  to  paralysis  and  ultimately  death. 

Dr.  Dawson,  in  reply,  said  he  had  not  seen  any  nervous  casen 
vhich  were  due  to  the  early  stages  of  syphilis.  Such  cases  were 
very  rare,  and  two  foiiDS  of  mental  states  occurred,  At  all  events 
in  secondary  Byphilis.  One  was  an  acute  mental  form,  and  seemed 
to  be  due  to  simple  syphilitic  meningitis.  Recovery  generally 
ensued.  The  second  form  was  a  weak  melancholic  state  of  mind, 
prooably  due  to  an  aniemic  condition.  In  answer  to  Dr.  Drury,  he 
had  not  the  slightest  doubt  of  the  importance  of  syphilis  as  an 
sciological  factor  of  general  paralysis.  With  regard  to  Dr.  Pol- 
lock's question  regarding  the  separation  of  alcoholic  and  syphilitic 
(symptoms,  there  were  certain  symptoms  which  it  would  be  impos- 
sible to  say  were  alcoholic  or  syphilitic. 


NOTE  ON  A  CASE  OF  PERNICIOUS  ANEMIA. 

By  JAMES  B.  COLEMAN,  M.D.  R.U.L,  M.R.C.P.I. ; 

Physician  to  the  Bichmond,  Whitworth,  and  Hardwicke  Hospitals; 
Physician  to  the  National  Hospital  lor  Consomptimi  for  Irdand. 

[Bead  in  the  Section  of  Medicine,  December  17,  1897.] 

The  subject  of  pernicious  anaemia  is  one  of  considerable 
interest,  and  to  discuss  the  many  important  questions 
which  it  presents  for  consideration  would  take  more  time 
than  I  have  at  my  disposal  to-night.  I  feel  all  the  less 
disposed  to  deal  exhaustively  with  it,  as  it  has  been  before 
the  Academy  on  previous  occasions.  I  refer  particularly 
to  a  paper  read  by  Dr.  Craig  before  this  Seqtion  in  1893. 

The  title  of  my  communication  is  **  A  Note  on  a  Case 
of  Pernicious  Anaemia/'  and  accordingly  I  propose  to 
confine  myself  to  the  chnical  aspect  of  the  disease  as 
presented  by  a  patient  who  was  under  my  care  in  the 
Whitworth  Hospital  last  smnmer.     The  following  is  his 

clinical  history : — 

Patrick  B.,  aged  sixty-seven,  a  police  pensioner,  was  admitted  to 
hospital  on  2nd  June,  1897,  complaining  of  weakness  and  shortness 
of  breath.  With  the  exception  of  a  severe  attack  of  diarrhoea, 
which  confined  him  to  bed  for  about  a  week  in  November,  1896, 
lie  had  not  been  sick  for  years,  though  he  says  that  he  has  always 
been  pnle.  The  pallor  of  his  skin  has  been  increasing  for  the  last 
few  months,  and  during  the  same  period  his  strength  has  been 
gradually  failing.  An  attack  of  diarrhcBa  and  vomiting  about  a 
fortnight  before  his  admission  to  hospital  left  him  much  weaker 
and  paler  than  before,  and  induced  him  to  seek  medical  advice. 
He  is  married,  and  has  three  children.  There  is  no  defect  as 
regards  his  manner  of  lite  or  surroundings  which  would  account 
for  his  illness,  except,  perhaps,  anxiety  due  to  domestic  worry. 
His  family  hi^'tory  is  favourable. 
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On  ftdmisdion  to  hospital  hb  frame  was  that  of  a  well-developed 
Duui  inclined  to  oorpalence.  He  looked  younger  than  his  stated 
Aoe.  His  skia  was  smooth  and  waxy,  of  a  pale  lemon  or  cream 
colour^  and  presented  the  appearance  of  the  most  extreme  anemia, 
bis  nails  and  mncoua  membranes  being  bloodless.  His  hair  whs 
inow  white  and  abundant.  On  his  chest,  abdomen,  back,  and 
upper  arms  he  had  extensive  patches  of  a  yellowish- brown  colour, 
which  mieroBcopic  examination  proved  to  be  tinea  versicolar.  As 
he  lay  in  bed  the  contrast  between  the  white  sheets  and  his  white 
hair  on  the  one  hand,  and  the  peculiar  pale  yellow  hue  of  his  skin 
on  the  other,  was  very  striking.  There  was  slight  oedema  about 
liisfeet  and  legs.  His  temperature  varied  from  normal  to  101% 
but  rose  to  lOS^  on  the  day  of  his  death.  His  breathing  was  very 
shallow,  and  its  regularity  was  interrupted  every  now  and  then  by 
8i>rhing;  the  number  of  respirations  averaged  about  30  ;  he  had 
great  dyspnoea  on  exertion ;  his  lungs  were  sound. 

His  pulse  was  soft  and  compressible,  and  varied  in  frequency 
from  100  to  120  per  minute.  Haamic  murmurs  were  audible  over 
the  pulmonary  and  aortic  areas,  and  there  was  a  venous  ham  over 
the  jugular  region. 

He  had  loss  of  appetite,  severe  thirst,  and  at  intervals  vomiting 
and  diarrhostu  His  stomach  was  dilated ;  no  abdominal  tumour 
could  be  detected.  Examination  of  the  vomited  matter  showed 
the  quantity  of  the  free  HCl  of  the  gastric  juice  to  be  reduced  to 
about  one-tenth  of  the  normal  amount. 

The  urine  was  normal  in  quantity,  dark  brown  in  colour,  sp.  gr. 
1,015  to  1,018,  acid  in  reaction,  contained  2  per  cent,  of  urea,  free 
from  sugar  or  albumen,  gave  a  marked  indican  reaction  and  the 
urobilin  spectrum ;  no  trace  of  iron  could  be  detected  ;  ptomaines 
were  not  examined  for. 

He  had  no  derangement  of  his  nerfous  system  ;  sensibility  and 
reflexes  were  normal ;  there  was  no  derangement  of  motor  power 
beyond  great  general  feebleness.  There  were  sub-con juctival 
ecehymoses  of  left  eye,  but  no  retinal  h8emorrhage<>. 

The  bhodj  as  it  flowed  from  a  prick  in  the  ear-lobe  or  finger, 
was  pale-pink  in  colour,  very  watery  in  consistencp,  and  showed 
no  tendency  to  clot.  Its  sp.  gr.,  examiTied  by  Hammerschliig*s 
method,  was  1,034.  Microscopic  examination  of  a  fresh  specimen 
showed  great  variation  in  the  size  of  the  red  cells,  and  some 
irregularity  in  shape,  whilst  there  was  scarcely  any  tendency  to 
rouleaux  formation.     The  number  of  red  cells,  as  estimated  by 
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the  Thoma-Zeiss  hsemocytometer,  was  reduced  to   1,000,000  per 
cubic  mm.,  and  subsequently  to  800,000 — that  is,  from  20  to  16  per 
cent,  of  normal ;  the  leucocytes  numbered  only  1^700  per  cubic  mm. 
The  amount  of  haemoglobin,  estimated  by  Gower's  haemoglobin- 
ometer,  was  30  per  cent,  of  the  normal  amount,  and  this  figure 
agfees  with  the  sp.  gr.  of  1,03 1,  according  to  the  tables  of  Schmalz 
and  Haromerschlag, 

Stained  cover-glass    preparations  of   the  blood    (which   were 
exhibited)  showed  a  great  variety  in  the  size  and  shape  of  the  red 
cells,  there  being  numerous  examples  of — 

Megaloc^tes  (large  red  cells),  diameter,  12-14  m. ; 
MicrocyUa  (small  red  cells)        „  2-5     m. ;  and 

Poikilocytes  (irregularly-shaped  red  cells)  of  various  sizes. 
A  small  number  of  nucleaJted  red  cells  was  pi'e^ent,  ranging  in  size 
from — 

Gigantoblasts  (large  nucleated  red  cells),  diameter,  12-20  m. ;  to 
Normoblasts  (nucleated  red  cells  of  normal  size). 
The  number  of  gigantoblascs  was  considerably  in  excess  of  the 
normoblasts.     The  leucocytes^  which  were  reduced  in  number  to 
1,700  per  cubic  mm.  on  admission  to  hospital,  mounted  to  21,000 
on  the  day  of  his  death.*    The  relative  proportions  of  the  different 
forms  of  leucocytes  was  as  follows : — 

Small  mononuclear  (lymphocytes)  ^..     46  per  cent. 

Large  mononuclear  and  transitional  ...       6         „ 

Polymorphonuclear  neutrophiles  ...     42         „ 

Sosinophiles  ...  ...  ...       2         „ 

Myelocytes  ...  ...  ...  ...       2         „ 

Large,   oval,   mononuclear  cells    (diameter 

21  m.)  with  basophile  granules  ...       2         „ 

Some  of  the  red  cells  showed  degenerative  changes^  such  as  absence 
of  haemoglobin  ('^shadow  corpuscles"),  a  tendency  to  take  up  a 
mixture  of  stains,  appearing  purplis'h  when  stained  by  eosin  and 
methylene  blue  (''polychromatophilia"). 

After  admission  to  hospital  the  patient  became  progressively 
weaker  and  pmler;  he  suffered  from  constant  vomiting  and 
diarrhoea,  and  for  some  days  he  had  haemorrhage  from  his  gums. 
He  gradually  sank  and  died  tbi*ee  weeks  after  admission. 

Regarding  treatment,  arsenic  was  tried  and  had  to  be  dis- 
continued on  account  of  vomiting  and  diarrhoea ;  gastric  sedatives, 
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intestinal  antiseptics,  injections  of  water  into  the  bowel  (to  relieve 
the  thirst),  nutrient  enemata,  and  oxygen  inhalations  were  ad- 
luiifisiered  to  no  purpose. 

The  post'tnartem  examination  disclosed  no  primary  lesion  to 
accoant  for  anaemia.  The  body  was  fairly  well  nourished,  the 
iMibcutaneous  fat  being  in  considerable  quantity.  The  lanff^  were 
very  anaemic,  lower  borders  emphysematous ;  the  heart  contained 
only  a  trace  of  blood  in  the  right  side,  whilst  the  left  side  was 
empty;  almost  complete  absence  of  blood  was  noted  throughouc 
the  entire  vascular  8)'Stem ;  myocardium  was  very  pale,  there  wiis 
Home  fatty  degeneration  on  endoc»u:dial  aspect ;  atheroma  above 
aortic  valves;  »pleen  small,  firm,  red;  kidneys  pale,  firm,  capsule 
not  adherent ;  ^Ve?*  fatty,  bile  capillaries  ftiled  with  bile,  stone  in 
gall-bladder,  cyftic  duct  obliterated,  but  hepatic  and  common  bile 
duct  free;  stomach  and  intestines  vei'y  pale,  walls  atrophic;  nervous 
8)-£^tem  not  examined. 

About  the  diagnosis  of  this  case  there  caa  be  120  doubt, 
agreeing  as  its  clinical  course  did  so  closely  with  Addison's 
classical  description  of  Pernicious  AnsBmia.  The  examina- 
tion of  the  blood  revealed  the  typical  changes  to  be  nciet 
with  in  the  disease ;  the  urine,  as  far  as  it  was  examined, 
showed  some  of  the  characteristic  properties  associated  with 
pernicious  anaemia ;  and  the  aniopsji  confirmed  the  diagnosis 
in  so  far  as  it  revealed  no  primary  lesion  to  account  for  the 
anaemia. 

I  shall  not  delay  to  discuss  the  pathogenesis  of  pernicious 
anaemia  foidier  than  to  say  i;hat  it  is  now  generally 
admitted  to  be  a  hsemolytic  disease,  and  that  the  theory 
which  attributes  it  to  a  tonic  haemolysis  dependent  on 
intestinal  auto-intoxicatient  best  accords  with  the  clinical 
coarse  :and  symptoms  of  the  disease. 


Dr.  Craig  said  that  in  case's  of  pernicions  anaemia  tremendous 
Mress  had  been  laid  on  the  propoi'tion  of  orcraiiic  to  normul  sulphates 
in  the  urine,  not  only  as  a  means  of  diagnosis,  but  also  as  a  guide 
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to  treatment.  The  amount  of  organic  sulphates  dimini^^hes  if  the 
case  is  projsnressing  well. 

Dr.  Coleman,  in  reply,  said  that  from  a  rapid  exwmination  he 
had  concluded  the  aromatic  sulpliates  to  be  rather  in  excesji. 

Profkssor  McWekney,  Dr.  Falkinek,  and  Surgeon-Gen. 
PoTTKR  all  joined  in  the  discussion* 


LARYNGEAL  NECROSIS  IN  ENTERIC  FEVER- 

By  sir  GEORGE  DUFFEY,  M.D.; 

President  of  the  Boyal  CoU^e  of  Phyeicians  of  Ireland ; 
Physician  to  the  City  of  Dublin  Hospital. 

[Bead  in  the  Section  of  Medicine,  January  28,  1898.] 

The  occurrence  of  laryngeal  complications  in  enteric  fever, 
and  their  relationship  to  the  typhoid  process,  is  a  matter 
of  considerable  interest.  Under  the  name  of  Laryn go- 
Typhoid,  Professor  C.  Gerhardt,  of  Wiirzburg,*  has 
described  a  case  in  which  typhoid  commenced  as  a  laryn- 
gitis, and  was  first  localised  in  the  larynx.  But  more 
usually,  and  apparently  much  more  frequently  in  France 
and  Germany  than  in  Great  Britain  and  Ireland^  laryngeal 
nffections  in  enteric  fever  occur  as  a  secondary  complica- 
tion at  a  late  period  in  the  course  of  the  disease. 

That  the  inflammation  and  ulceration  of  the  larj'ngeal 
mucous  membrane,  which  is  the  usual  starting  point  of 
perichondritis  and  subsequent  necrosis  of  the  laryngeal 
cartilages  in  these  cases,  is  of  a  specific  or  typho-genetic 
nature — the  resiilt  of  the  typhoid  bacillus — would  appear 
to  be  a  reasonable  presumption.  It  is  not  one,  however, 
I  believe,  that  is  generally  accepted.  Dr.  P.  Watson 
Williams,*  in  1894,  communicated  to  the  Section  of  Laryn- 
gology and  Otology  At  the  annual  meeting  of  the  British 
Medical  Association  at  Bristol,  particulars  of  a  fatal 
case  of  enteric  fever  with  laryngeal  ulceration,  in  which 
cultures  from  the  local  lesion  yielded  the  typhoid  bacillus. 
Drs.  Kantback  and  J.  A.  Drysdale  ^  hold,  however,  that 

•  Archives  of  Laryngology.    Vol.  I.,  p.  121. 
«»Brit.  Med.  Jonr.     Vol.  II.,  1894,  p.  1353. 
•Ibid.    Vol.  I.,  1896,  p.  596. 
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the  laryngeal  lesions  are  undoubtedly  caused  by  micro- 
organisms, and  that  these  are  pyococci,  and  not,  with  very 
rare  exceptions,  the  tj'phoid  bacillus.  Lesions  which  are 
looked  upon  as  instances  of  secondary  infection  by  strepto- 
cocci, such  as  localised  periostitis,  are  comparatively 
frequent  in  cases  of  enteric  fever  complicated  by  secondary 
suppuration.  And  in  some  cases — which  are  always  ones 
of  pecufiar  gravity — typhoid  bacilli  have  been-  found 
associated  with  streptococci. 

Again,  Dr.  Johnson  Home*  states  that  in  some  of  the 
larynges  of  pereons  dyin^.  from,  typhoid  fever  the  ulcera- 
tion has  been  proved  by  microscopical  examiaatioi>  to  be 
of  a  tuberculous  nature.  Hence  the  tuberculous  diathesis 
may  be,  in  this  way,  a  factor  in  the  aetiology  of  typhoid 
ulceration  of  the  larynx,  one  of  the  characteristic  features 
of  which  affection  is  the  tendency  to  suppuration  about 
the  cartilages  leading  to  their  necrosis. 

Some  (Dittrich,  Ruehle)  look  upon  the  laryngeal  ulcers 
iu  enteric  fever,  as  well  as  in  tuberculosis  also,  as  allied  in 
their  origin  and  nature  to  bed-sores,  and  due  partly  to 
pressure  and  partly  to  disturbance  in  the  circulation  and 
innervation  of  the  parts;  and  the  name  af  "decubitus 
ulcers  "  has  consequently  been  proposed  for  these  ulcers.** 
Landgraff  ®  considers,  however,  that  the  necrosis  of  the 
mucous  membrane  is  a  local  gangrene  produced  not  by 
pressure  but  by  blood  stasis.  In  his  admirable  Lettsomiaii 
lecture  delivered  last  year,*  Dr.  F.  De  Havilland  Hall 
states  that  he  is  inclined  to  agi*ee  with  Kanthack  and 
Drysdale  in  their  belief  that  these  laryngeal  ulcerations 
during  the  course  of  typhoid  fever  are  caused  by  fresh 

"  LaryDgolog.  Soc.  Lond.    Feb.  12th,  1896;  and  Brit.  Med.  Jour.,  ibid., 
and  Vol  I.,  1897,  p.  323. 
t>  Allbntt.    Bystem  of  Med.    Vol.  I.,  p.  819. 
«  Central,  f.  klin.med.,  No.  17.     Lancet.    Vol.  I.,  1890,  p.  1135. 
«  Brit.  Med.  Jour.    Vol.  I.,  1897,  p.  323. 
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infection  with  pyogenic  organisms  which  always  abound 
in  the  larynx,  and  which  gain  a  firm  foothold  on  the 
debilitated  tissues ;  although  they  cannot  deny  that  in  an 
individual  case  the  typhoid  bacillus  may  have  escaped  and 
caused  the  lesion. 

I  regret  that  I  am  unable  to  adduce  any  bacteriological 
or  microscopical  evidence,  confirmatory  or  otherwise,  of 
any  of  the  views  I  have  naention^d;  but  some  details  of  a 
case  I  had  recently  imder  my  care,  in  which,  for  the  second 
time  in  my  experience,  fatal  laryngeal  complication  occuned 
in  enteric  fever,  may  be  of  some  interest. 

Cask. — ^J.  S.,  a  slight ly-bailt,  poorly-nourislied,  delicate-looking 
man,  aged  twenty-two  years,  married,  was  admitted  to  the  City  o^f 
Dublin  Hospital  on  3rd  November,  18^7.  He  stated  that  his  illness 
commenced  with  a  shivering  about  a  fortnight  before  his  admission, 
but  he  continued  at  his  work  as  a  labourer,  although  feeling  unwell, 
for  a  week,  when  he  took  to  his  bed,  where  he  remained  another 
week,  and  was  then  seen  by  Dr.  Hatch,  who  sent  him  to  hospitnl. 
Enteric  fever  was  dmgiiosed.  The  attack  was  an  extremely  severe 
one,  his  temperature  for  nine  days  subsequent  to  admission  being 
an  almost  continuous  one  of  104°.  He  had  also  troublesome  cough 
and  some  expectoration,  due  to  bronchitis,  and  his  bowels  were 
Hi  firat  constipated ;  but  on  Nosv.  10th  and  11th — probably  the  20th 
and  2Ist  days  of  his  illness — be  had  some  diarrhoea,  and  the  light- 
coloared  fluid-stools  were  passed  involuntarily.  All  through  his 
illness  he  was  heavy  and  drowsy,  and  from  an  early  period  in  it 
hifl  pulse  was  quick,  weak,  and  dicrotic.  His  respirations  were 
{generally  80  in  the  minute. 

On  Nov.  18th  (28th  day)  his  temperature  fell  to  102°.  He 
appeared  better ;  the  cough  was  not  so  troublesome,  and  the  expec- 
toration had  ceased.  Four  days  subsequently  (32nd  day  of  dis- 
ease) there  was  a  further  fall  of  his  temperature  to  101^  He 
seemed  more  sensible,  and  to  be  convalescing,  although  extremely 
weak. 

On  Saturday,  Nov.  27th  (37th  day),  a  week  before  his  death, 
ihe  night  nurse  reported  that  at  four  a.m. — having  previously  slept 
quietly  for  four  hours — ^he  had  had  a  fit  of  coughing,  and  for  some 
minutes  had  foand  gieat  difficulty  in  breathing.     His  temperatute 
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fell  to  9 7 '8**,  from  having  been  101°  the  previous  evening.  The 
following  night  he  first  complained  of  his  throat,  but  poulticiii<; 
relieved  it  temporarily.  During  the  next  day  he  seemed  fairly 
well,  although  heavy  and  drowsy ;  but  at  niglit  his  throat  again 
became  troublesome,  and  his  hreathing  so  loud  and  stridulous  that 
it  could  be  heard  on  the  landing  above  the  ward  he  was  in.  The 
House  Surgeon  noticed  that  the  uvula  was  very  pendulous.  Uij^ 
condition  as  regards  his  breathing  varied  considerably  during  the 
following  days — sometimes  better,  but  always  worse  at  night  and 
when  asleep.  There  was  also  some  hoarseness,  and  the  voice  was 
weak.  No  tenderness  was  elicited  on  pressure  over  the  larynx,  nor 
was  there  any  swelling  about  it  nor  of  the  glands  in  the  neck.  My 
colleague.  Dr.  Parsons,  kindly  essayed  to  make  a  laryngoscopic 
examination,  but  owing  to  the  great  physical  prostration  of  the 
patient,  and  the  dependent  position  of  the  epiglottis,  which  was 
slightly  injected,  the  glottis  could  not  be  seen. 

In  the  event  of  the  necessity  suddenly  arising,  everything  whs 
kept  in  readiness  for  the  operation  of  tracheotomy.  On  the  nit^ht 
of  Dec.  1st  his  respiration,  which  had  been  quiet  during  the  day, 
became  much  more  difficult,  and  there  was  some  dysphagia.  His 
temperature  remained  subnormal,  and  he  was  extremely  weak. 
Karly  on  the  morning  of  Friday,  Dec.  3rd,  his  brealhing,  which 
had  presented  the  usual  exacerbation  during  the  night,  was  still  so 
laborious  and  noii^y  that  a  consultation  was  hastily  summoned  to 
consider  the  propriety  of  an  operation.  The  straining  and  exagge- 
rated movements  of  the  larynx  were  most  distressing,  but  upon 
auscultation  plenty  of  air  was  heard  entering  the  lungs,  and  there 
were  no  threatening  symptoms  of  suffocation  and  no  cyanosis.  It 
was  considered,  and  not  unreasonably,  by  some  of  the  Consultants 
that  the  man  was  then  in  a  dying  state,  and  an  operation  was  not 
therefore  agreed  upon.  He  improved  slightly  during  the  day,  and 
took  nourishment  fairly.  At  midnight  his  temperature  fell  to  95°. 
He  became  much  weaker  and  cyanosed,  and  died  about  2  30  a.m. 
on  Saturday,  Dec.  4th,  the  44tli  day  of  his  illness,  and  the  7th  day 
from  the  accession  of  the  laryngeal  symptoms. 

The  post-mortem  examination  showed  typical  typhoid  ulceration, 
in  process  of  cicatrisation,  in  the  ileum,  with  ei»largement  of  ihe 
mesenteric  glands  and  of  the  spleen.  The  lungs  and  oth^r  organs 
appeared  normal.  The  larynx  (specimen  exhibited)  was  carefully 
removed  by  my  colleague,  Mr.  G.  Jcimeson  Johnston.  Tlie  epiglottis 
was  swollen,  and  t^ere  was  OBdertia  of  the  ary-epiglottidean  folds. 
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Tlie  mucous  membrane  oyer  the  arytaenoids  was  also  swollen  ami 
injected.  On  the  external  and  posterior  surface  of  the  plate  of  the 
cricoid  a  small  dirty-jellowish  spot  was  observed.  An  incision 
through  this  spot  opened  a  small  abscess,  which  contained  about 
half  a  drachm  of  pus.  The  abscess-cavity  separated  the  swollen 
perichondrium  from  the  underlying  cartilage,  which  was  roughened 
and  eroded.     No  ulceration  was  observed. 

Seventeen  years  ago  I  exhibited,  at  a  meeting  of  the 
Pathological  Society  of  Dublin,*  a  specimen  of  necrosis  of 
the  cricoid  and  arj'^tsenoid  cartilages,  which  occurred  during 
apparent  convalescence  after  a  severe  and  protracted  attack 
of  enteric  fever.  In  that  case  the  laryngeal  symptoms  — 
which  were  almost  identical  with  those  in  the  case  I  have 
just  detailed — set  in  on  the  seventy-ninth  day  of  the  man's 
illness,  and  proved  fatal  in  seven  days  also.  An  abscess 
the  size  of  a  walnut  was  found  between  the  pharynx  and 
the  arytaenoid  and  cricoid  cartilages,  portions  of  which 
could  be  felt  bare  and  loose  at  both  sides  of  the  abscess. 
No  ulceration  was  visible  in  the  larynx,  but  there  was 
evident  perichondritis  and  necrosis  of  the  cartilages. 

At  the  meeting  at  which  1  showed  the  latter  specimen 

both  Drs.  A.  W.  Foot  and  J.  W.  Moore  mentioned  having 

each  had  a  case  of  enteric  fever  under  their  care  in  which 

laryngeal  symptoms  had  occurred ;  and  Dr.  E.  H.  Bennett 

described  a  case  of  laryngeal  perichondritis  after  typhoid, 

in  which  he  had  successfully  performed  tracheotomy — the 

operation  being  necessary  in  consequence  of  an  attack  of 

violent  dyspnoea.     With  the  exception  of  the  remarkable 

case  brought  before   the   Section  of  Pathology  of  this 

Academy  by  my  colleague,    Dr.  Parsons,*  in  November, 

1894,  in  which  acute  laryngitis  set  in  suddenly  on   the 

thirty-second  day  of  a  case  of  enteric  fever,  necessitating 

tracheotomy,   subsequent  to   which  general  emphysema 

•  Dubl.  Joor.  Med.  Sci.    Vol.  LXXI.,  p.  655. 

*  Transactions.    Vol.  XIII.,  p.  337. 
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occurred,  no  other  similar  cases  ia  Ireland  have  been  pub- 
lished, as  far  as  I  know.  In  England,  also,  the  complication 
appears  to  be  seldom  met  with.  It  is  possible  that  its 
occurrence  may  be  often  overlooked  at  autopsies,  in  con- 
sequence of  the  absence  of  any  definite  symptom  diuing 
the  patient's  Hfe  pointing  to  the  larynx.  Indeed,  it  has 
been  asserted  by  Fagge*  that  ulceration  in  these  cases 
very  rarely  gives  rise  to  any  symptoms.  Thus,  in  the 
second  case  of  the  kind  reported  by  Dr. — now.Sir  Samuel — 
Wilks,**  it  is  expressly  stated  that  there  were  no  symptoms 
especially  referable  to  the  larynx.  After  death  a  small 
slough  was  found  at  the  back  of  the  larynx,  close  to  the 
posterior  attachments  of  the  vocal  cords,  and  the  arytaj- 
noid  cartilage  was  also  exposed. 

In  the  first  case  described  by  Wilks  ® — the  remarkable 
one  in  which  general  emphysema  occurred — ^no  mention  is 
made  of  any  laryngeal  symptoms.  The  patient  was  a  lad 
«ged  twelve  years.  About  the  twelfth  day  of  his  illness 
(typhoid  fever)  his  neck  was  observed  to  be  emphysema- 
tous. He  lived  for  ten  days  subsequently.  After  death  a 
sloughing  ulcer  was  found  in  the  back  of  the  larynx  at  the 
junction  of  the  vocal  cords.  Air  had  penetrated  through 
the  opening  thus  formed  into  the  posterior  mediastinum, 
and  thence  by  the  thoracic  walls  to  the  neck  and  other 
parts  of  the  body.  Von  Ziemssen  ^  also  met  with  a  similar 
case  in  which  general  emphysema  occurred,  in  a  girl  of 
four  years  of  age,  in  the  middle  of  the  third  week  of  her 
fever.  A  perforating  ulcer,  the  size  of  a  lentil,  was  found 
at  the  base  of  the  left  arytaenoid  cartilage,  under  the  left 
vocal   cord,   penetrating  to   the  necrotic  arytaenoid  and 

■  Prin.  and  Pract.  of  Med.    Second  Ed.    Vol.  I.,  p.  182. 

»»  Trans.  Path.  Soc.  Lond.    Vol.  XI.,  p.  14. 

«  Ibid.    Vol.  IX..  p.  34. 

«  Cyclopied.    Vol.  VII.,  p.  827. 
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cricoid  cartilages.     But  during  life  there  was  "  no  hoarse- 
ness, no  appearance  of  laryngeal  stenosis." 

As  to  the  frequency  of  laryngeal  complications  in  enteric 
fever — among  a  total  of  6,513  cases  of  enteric  fever,  of 
which  439  were  fatal,  seen  at  St.  Petersburg  in  the  quin- 
qaenuial  period  from  1886-87  to  1890-91,  Ouskow*  found 
ulceration  of  the  larynx  in  about  30  per  cent.     Griesinger** 
met  with  it  in  31  out  of  118  autopsies  (  =  27  per  cent.V 
Eanthack  and  Drysdale,  from  the  po9t  mortem  records  of 
61  cases,  found  ulceration  in  26  per  cent.,  and  Zuelzer  in 
more  than  20  per  cent.     Hoffman,®  as  quoted  by  various 
authors,  gives  28  cases  out  of  250  necropsies,  that  is  a  per- 
centage of  11   only  as  against  30.     Out  of  20  cases  of 
perichondritis  given  in  Retslag's  statistics,  typhoid  fever 
was  the  ascribed  cause  in  8 ;  and  in  another  series  of  45 
autopsies  of  cases  of  necrosis  of  the  cartilages,  also  pub- 
lished by  M.  Mackenzie,**  the  cricoid — which  appears  to 
be  the  cartilage  that  most  commonly  suffers — was  affected 
in  four  instances. 

None  of  the  cases  reported  by  Ouskow  occurred  in  the 
first  week  of  their  illness.  Of  cases  dead  in  the  second 
week,  79 — i.e.^  15  per  cent. — ^presented  ulceration  of  the 
larynx.  Of  those  dead  during  the  third  week,  144  (37 
per  cent)  presented  laryngeal  ulceration  ;  of  those  dead 
in  the  fourth  week,  89  (39  per  cent.)  presented  ulcera- 
tion. The  affection  is,  accordingly,  one  that  is  more 
frequent  at  a  late  stage  of  the  disease ;  and,  as  Trousseau 
has  pointed  out,  is  especiaUy  likely  to  occur  in  protracted 
cases  of  an  adynamic  type. 
Dr.  Church,*  in  the  same  year  as  that  in  which  my  first 

»  Annnal  Univ.  Med.  Sci.,  1S94.    Vol.  I.,  p.  23. 
'^Quoted  by  ParsoDs.    Loc.  cit. 

•  Fagge.    Loc.  cit.    J.  W.  Moore,  Eruptive  and  Cont.  Fevers,  p.  418,  Ac. 

*  Biseaaes  of  the  Throat  and  Nose.    Vol.  I.,  p.  891. 
•St.  Bartholomew's  Hosp.  Rep.    Vol.  XVIT.,  p.  104. 
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case  was  reported,  recorded  a  case  in  which  two  small 
abscesses  formed  in  the  larynx,  in  connection  with  necrosis 
of  the  ary  taenoid  cartilages,  and  were  the  immediate  cause 
of  death,  which  happened  about  the  end  of  the  fourth 
week  of  the  fever.  Osier '^  has  seen  two  cases  of  the  kind, 
both  of  which  recovered — one  after  the  expectoration  of 
large  portions  of  the  thyroid  cartilage.  H^rard  and  others 
have  had  similar  cases.  Trousseau,  who  refers  to  Herard's 
case,  himself  met  with  two  instances  only  of  perichondritis 
laryngea  as  a  sequel  to  enteric  fever.^  In  both  of  these 
tracheotomy  was  successfully  performed.  He  quotes  three 
other  cases,  all  of  which  were  fatal.  The  fiWst,  on  the 
second  day  after  tracheotomy,  and  the  second  died  during 
the  operation.  The  third  case  was  not  operated  upon. 
Holscher,  cited  by  Pepper,®  reports  tracheotomy  having 
been  done  15  times  for  perichondritis  in  2,000  fatal  cases 
of  typhoid  fever. 

As  regards  the  question  of  performing  tracheotomy  in 
such  cases  as  mine,  I  much  regret  now  that  I  did  not,  in 
both  my  cases,  request  my  surgical  colleagues  to  consider 
the  advisableness  of  operating  at  an  earlier  period  in  the 
case  than  that  at  which  I  did.  I  think  that  if  a  trache- 
otomy had  been  done  as  soon  as  the  laryngeal  symptoms 
had  become  urgent,  and  were  found  not  to  be  permanently 
relieved  by  the  treatment  adopted,  it  would,  at  least,  have 
given  the  inflamed  larynx  rest ;''  and  would  also,  to  a  great 
extent,  have  saved  the  patient  the  exhaustion  induced  by 
the  dyspnoea. 

According  to  Theopold's  statistics,*  in  twenty-two  cases 
of  perichondritis  after  typhus  (enteric  fever  ?),  tracheotomy 

Prin.  and  Pract.  of  Clin.  Med.      P.  25. 
»>  Clin.  Med.    T.  I.,  197.    1861.    And  iSyd.  Soc.  Transl.    Vol  II.,  398. 
«  Text-book.    Vol.  I.,  p.  96. 
d  Of.  Hilton.    Rest  and  Pain.    6th  Ed.,  p.  64. 
«  Von  Ziemssen.    Loc.  cit. 
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was  successful  eight  times,  so  far  as  the  preservation  of  life 
was  concerned.  In  none  of  these  eight  patients,  however, 
did  the  stenosis  afterwards  diminish  to  such  an  extent  as 
to  permit  of  the  removal  of  the  caDnula.  Pachmayr, 
quoted  by  Stoiterforth,*  has  collected  a  series  of  46  cascH 
of  tracheotomy  for  laryngitis  during  the  course  of  typhoid. 
Of  these  20  recovered. 

Tn  one  of  the  cases  refen-ed  to  by  Trousseau,  the  patient, 
it  is  said,  had  been  subject  to  loss  of  voice  before  his  attack 
of  typhoid  fever.  The  mother  of  the  man  whose  case  I 
have  now  brought  forward  told  me  that  he  always  had 
"  a  delicate  throat."  Possibly  an  hereditary  predisposition, 
ov,  perhaps,  a  previous  tendency  to  laryngeal  inflammation, 
may  render  patients  who  contract  enteric  fever  more  vul- 
nerable than  others  to  this  serious  complication. 

In  further  considering  the  getiology  of  the  laryngeal 
complications  of  enteric  fever,  I  have  been  struck  by  the 
circumstance  that,  in  the  reported  cases  I  have  been  able 
to  consult  and  in  whiph  the  particulars  are  given,  all  the 
patients,  with  one  exception  (von  Ziemssen's  case),  were 
young  men.  Thus  the  ages  in  Trousseau's  cases  were  18, 
20,  22,  and  17  ;  in  Wilks',  12  and  23  ;  W.  Williams',  20 
and  38;  Gerhardt's,  18  ;  J.  W.  Moore's,  15  ;  Parsons',  22  ; 
and  my  two  cases,  27  and  23.  Dr.  Foot's  case  also  was 
that  of  a  young  man. 


Dr.  W.  G.  Smith  said,  witli  regard  to  complications  ia  general 
occurring  after  enteric  fever,  they  had  to  deal  witli  the  difficult 
problem  whether  to  regard  them  as  distinct  consequences  of  the 
typhoid  poison  or  as  comparatively  accidental  events  prepared  for 
by  the  anatomical  lesions  of  typhoid  fever,  which  opens  an  ingress 
to  other  organisms  than  its  own. 

Dr.  £.  H.  Bennett  said  that  he  had,  a  considerable  time  ago, 
published  the  case  of  a  man  who  was  seized  with  laryngeal  peri- 

■  Lancet.    1889,  p.  682. 
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chondritis  a  fortnight  after  dismissal  from  hospital,  where  he  had 
run  through  a  protracted  course  of  typhoid  fever.  Immediate 
tracheotomy  was  necessary  to  relieve  dyspnoea.  There  was  no  sup- 
puration. The  tube  could  not  be  afterwards  removed,  and  the  patient 
wore  it  for  fourteen  years,  when  he  died  of  malignant  disease.  He 
had  the  specimen  of  a  second  case,  in  which  there  was  an  abscess 
in  the  larynx  following  typhoid,  and  in  the  abscess  lay  two  piecea 
of  necrotic  cartilage. 

Dr.  J.  Ma  GEE  Finny  related  a  case  where  laryngeal  complica- 
tions set  in  in  a  patient  about  nineteen  years  of  age,  a  strong, 
healthy  Norwegian.  The  condition  being  unrelieved  by  ordinary 
treatment,  tracheotomy  had  to  be  performed  by  Dr.  Taylor.  Re- 
covery followed.     The  tube  was  removed  in  seventeen  days.  . 

Dr.  Hayes  said  it  was  very  curious  that  the  records  of  laryngeal 
complications  from  autopsies  and  clinical  records  were  so  different, 
the  number  from  autopsies  being  much  in  excess.  This,  he 
thought,  showed  that  the  cause  of  the  complication  was  very  slow 
and  insidious.  He  believed  that  in  those  cases  of  tracheotomy 
where  the  tube  could  not  be  removed  afterwards  the  reason  was 
that  the  lesion  occurred  on  the  posterior  part  of  larynx,  where  all 
movements  in  the  glottis  are  carried  out,  and  where,  if  cicatrisa- 
tion should  occur,  the  motion  of  the^  arytaenoids  would  be  impeded, 
and,  therefore,  stenosis  would  occur,  so  that  the  tube  must  be  re- 
tained. 

Sir  C.  Nixon. — If  tracheotomy  had  been  performed  he  thought 
that  the  symptoms  would  have  been  relieved,  and  probably  the 
patient's  life  saved.  Yon  Ziemssen  says  that  laryngeal  complications 
are  much  lessened  by  the  antipyretic  treatment,  but  he  (Sir  C. 
Nixon)  had  failed  to  6ee  the  truth  of  this. 

Mr.  Henry  Gray  Croly  said  he  had  performed  tracheotomy  on 
a  case  under  Dr.  Parsons,  but  with  very  little  immediate  relief  to 
the  patient.  Extraordinary  emphysema  occurred  in  the  neck  and 
chest. 

Dr.  G.  Jabieson  Johnston  had  seen  Sir  G.  Duffey's  case  in 
consultation.  Respiration  at  that  time  was  bad,  but  there  was 
plenty  of  air  entering  the  chest,  and  no  cyanosis.  Muscular 
exertion  was  necessary  to  carry  out  respiration,  which,  along'  with 
the  toxin  from  typhoid,  he  thought  caused  death.  He  would  not 
hesitate  to  operate  again  in  a  similar  case.  He  thought  that  the 
lesion  was  primarily  a  perichondritis.  Had  tracheotomy  been 
performed  he  believed  that  the  tube  would  have  had  to  be  retained 
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as  the  necrotic  piece  of  cartilage  woald  almost  certainly  ulcerate 
its  way  out  through  the  raucous  membrane  at  the  back  and  lead  to 
stenosis. 

Dr.  a.  R.  Parsons  had  not  seen  any  laryngeal  complicatious  in 
typhoid  fever  till  three  years  ago.  A  patient  of  his,  twenty-two 
years  of  age,  had  a  moderately  severe  attack  of  typhoid  fever,  and 
in  convalescence  complained  of  some  difficulty  in  swallowing.  On 
the  following  evening  temperature  was  104,  and  he  had  severe 
dyspnoea,  accompanied  by  well-marked  laryngeal  stridor.  Sweat- 
ing and  cyanosis  were  present.  Tracheotomy  was  immediately 
lierformed,  but  with  little  relief,  and  very  soon  emphysema  occurred, 
extending  down  to  Poupart's  ligament.  Death  fourteen  hours 
after  operation.  Post-mortem  examination  showed  extensive  oedema 
of  epiglottis,  enormous  swelling  of  arytaenoids  and  ary-epiglottidean 
folds,  with  the  formation  of  ulcere  over  the  mucous  surfaces.  The 
ulcers  were  covered  with  something  like  a  diphtheritic  membrane, 
but  more  in  the  nature  of  a  slough,  and  no  pus  was  present. 
Microscopic  examination  showed  this  whitish  material  to  be 
swarming  with  cocci  of  various  kinds.  He  had  seen  Sir  G-. 
Dnffey's  ca^  before  the  consultation,  and  owing  to  the  man's 
prostrate  condition  a  satisfactory  examination  of  the  larynx  could 
not  be  made,  as  the  epiglottis  was  dependent  and  could  not  be 
raised.  The  epiglottis  itself  was  somewhat  injected.  He  did  not 
think  that  the  great  physical  prostration  was  to  any  material 
extent  dependent  on  the  dyspnoea.  He  did  not  think  that  the 
patient  would  have  lived  had  tracheotomy  been  performed.  Such 
cases  he  thought  more  likely  to  be  ca:»es  of  secondary  infection  by 
staphylococci  and  streptococci  on  account  of  the  impaired  vitality  of 
the  tissues. 

Sir  Grorgb  Doffky,  replying,  said  it  seemed  to  him  that  there 
were  two  classes  of  cases  in  which  traclieotomy  was  necessary — 
one  in  which  the  complication  occurs  comparatively  early,  and  the 
other  class,  like  Dr.  Bennett's  patient  and  Trousseau's  cases,  in 
which  the  complication  occurs  after  convalescence.  Trousseau 
said  that  if  the  operation  is  to  be  done  at  all  it  should  be  done  plus 
tot  que  plus  tard.  Statistics  showed  that  a  very  fair  number  of 
such  cases  recovered  after  tracheotomy.  The  great  difficulty  was 
to  keep  the  larynx  open  after  the  operation.  He  thought  that  his 
patient's  death  was  due  to  great  muscular  exhaustion  and  fatigue. 
He  agreed  with  Dr.  Parsons  that  the  case  was  one  of  perichon- 
dritis, and  it  had  l>een  proved  that  the  disease  may  occur  as  such 
without  anv  ulceration  whatever. 


ACUTE  GOITRE  SUCCESSFULLY  TREATED  BY 

THYROID  EXTRACT. 

By  RICHARD  A.  HAYES,  M.D.; 

Physician.  Steevens*  Hospital ; 
Physioian  for  Diseases  of  Throat,  National  Eye  and  Ear  Infirmary. 

[Read  in  the  Section  of  Medicine,  January  28,  1898.] 

A.  S.  [patient  exhibited],  aged  twenly-two,  applied  at  Throat , 
Department,  National  Eye  and  Ear  Infirmary,  14th  October,  1897. 
He  presented  a  soft  gottre  involving  both  lobes  and  isthmus,  which 
he  stated  was  of  three  weeks*  duration  only.  His  neck  measured 
18^  inches  over  tumour;  pulse  84,  and  quiet.  A  loud  systolic 
bruit,  and  venous  murmur  were  heard  over  the  tumour ;  there  was 
marked  dyspncca,  with  loud  inspiratory  stridor  on  the  least  exertion 
or  excitement,  but  the  arytaenoids  moved  outwards  fully  during 
(^uiet  inspirations,  but  in  a  jerky  manner.  There  was  no  ex- 
ophthalmos, and  the  heart  sounds  were  normal. 

The  patient  was  ordered  K.I.  gr.  10,  tr.  strophanthi  1^1  10,  ter 
die.  After  a  week  the  tumour  was  almost  unaltered,  but  the 
pulse-rate  had  gone  up  to  96.  Five-grain  tabloids  of  thyroid 
extract  (B.  &  W.)  twice  daily  were  then  ordered,  and  at  the  end  of 
a  week  the  dyspncea  and  stridor  had  completely  disappeared,  and 
the  systolic  bruit  and  venous  hum  could  no  longer  be  heard.  The 
tumour  had  also  somewhat  decreased  in  size.  The  treatment  was 
continued,  and  on  December  16th,  or  two  months  after  the  case 
was  first  seen,  the  goitre  had  almost  quite  gone,  a  slight  enlai*ge- 
ment  of  the  left  lobe  alone  remaining,  the  neck  measuring  16 
inches. 

This  case  probably  belonged  to  the  exophthalmic  variety 
of  goitre,  and  on  looking  over  the  British  Medical  Journal 
and  Lancet  for  the  past  eighteen  months  I  find  five  cases 
reported  as  successfull}'  treated  by  thyroid  extract,  all  being 
exophthalmic.     1  have,  however,  at  present  under  my  care 
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a  marked  case  of  this  kind  with  extremely  rapid  pulse  and 
much  general  prostration,  in  which  not  only  did  the 
thvToid  extract  give  no  relief,  but  I  was  obliged  to  discon- 
tinue it  on  account  of  unpleasant  effects  on  the  patient. 

In  forms  of  goitre  other  than  exophthalmic  I  have  found 
the  results  of  treatment  by  thyroid  extract  very  unsatis- 
factory, but  several  cases  have  been  reported  as  cured  and 
improved.  In  the  British  Medical  Journal,  January,  1897, 
a  case  of  "simple"  goitre  of  nine  months'  standing  is 
reported  as  cured  in  three  months.  In  the  British  Medical 
Journal  Epitome,  21st  March,  1896,  K.  P.  Serapin  re- 
ports good  results,  but  gives  no  details,  and  in  the  British 
Medical  Journal  Epitome,  7th  December,  1895,  Marie 
[Sem,  Med.,  November  13th)  reports  a  successful  case  of 
five  years'  standing.  He  also  quotes  Sene  and  Bruns  in 
"simple"  goitre,  Bruns  having  in  60  cases  14  cures,  20 
marked  improvements,  and  9  decided  improvements.  No 
details  being  given  of  these  cases,  it  is  possible  that  many 
of  them  may  have  been  of  the  exophthalmic  variety  with 
goitre  only. 


Sir  C.  Nixon  snid  he  had  seen  cases  of  myxccdema  with  com- 
plete atrophy  of  the  gland  treated  with  thyroid  extract  with 
extraordinary  results.  He  understood  that  the  administration  of 
thyroid  extract  in  exophthalmic  goitre  made  the  symptoms  worse. 
Tliis  was  easily  understood,  as  the  giving  of  tliyroid  extract 
increased  the  amount  of  secretion  already  in  excess.  How  was  it 
explained  that  the  action  of  thyroid  extract  was  remediable  in  two 
opposite  conditions  ? 

Surgeon-General  Potteb  said  that  he  had  seen  many  cases  of 
wmple  goitre  when  in  India.  The  goitres,  though  extremely 
lar;;e,  did  not  cause  the  slightest  trouble  to  the  person.  The 
swelling  in  the  neck  generally  went  away  after  one  application  of 
biniodide  of  mercury. 

Dr.  a.  R.  Parsons  said  that  the  case  was  interesting,  inasmuch 
as  the  enlargement  of  the  thyroid  seemed  to  have  occurred  without 
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any  definite  cause^  and  in  the  absence  of  knowledge  was  it  not 
possible  that  the  whole  thing  should  have  subsided  without  thyroid 
extract  as  rapidly  as  it  had  come  on  ? 

The  PxiESiDENT  said  that  perhaps  some  of  the  cases  to  which 
Sir  C.  Nixon  had  referred,  and  also  Surgeon-General  Potter's 
cases,  were  not  similar  to  Dr.  Hayes'.  He  took  it  that  Surgeon- 
General  Potter's  cases  were  endemic,  common  in  Switzerland  and 
in  some  parts  of  England  where  the  so-called  Derbyshire  neck 
existed.  He  saw  a  number  of  cases  in  the  north  of  England 
simihir  more  or  less  to  the  Swiss  cases — namely,  cretons — which 
Dr.  Mun*ay  found  were  much  benefited  by  thyroid  extract. 

Drs.  Croly  and  Knott  also  spoke. 

Dr.  R.  a.  Hates,  in  reply,  said  that  their  use  of  thyroid  extract 
must  be,  to  a  certain  extent,  empirical.  It  would  be  a  happy  tiling 
if  they  could  adopt  Sir  C.  Nixon's  simple  theory  to  explain  cases 
of  exophthalmic  goitre.  How  would  he  (Sir  C.  Nixon)  explain 
those  cases  frequently  met  with  of  exophthalmic  gottre  with  cardiac 
symptoms  excessively  marked,  and  no  gottre  at  all  present.  He 
believed  that  Surgeon-General  Potter's  cases  were  of  the  endemic 
type,  and  he  could  himself  ^bear  out  that,  in  certain  classes  of  cases, 
good  results,  were  obtained  from  the  application  of  biniodide  of 
mercury,  with  arsenic  internally.  He  was  inclined  to  agree  with 
Dr.  Parsons,  because  he  had  seen  cases  of  exophthalmic  gottre  get 
well  of  themselves,  and  rapidly ;  but  in  a  case  like  the  present, 
where  the  patient  was  suffering  from  dyspnoea  and  nervous 
symptoms,  he  thought  it  only  right  to  try  and  alleviate  his  trouble 
in  whatever  way  seemed  best. 


A  CASE  OF  RECUERENT  IDIOPATHIC  PNEUMO- 
THORAX, WITHOUT  EFFUSION,  ENDING  IN 
RECOVERY. 

By  J.  MAGEE  FINNY,  M.D,  Dcbl.; 

Past  President  of  the  Royal  College  of  Physicians  in  Ireland ; 
King's  Professor  of  the  Practice  of  Medicine. 

[Read  io  the  Section  of  Medicine,  March  11,  1898.] 

TuR  subject  of  my  communication  is  that  of  pneumothorax 
occurring  in  a  previously  healthy  young  man,  without  any 
effusion,  and  ending  in  recoveiy — to  be  followed  by  a  com- 
plete recurrence,  without  effusion,  and  again  by  recovery. 
The  rarity  of  such  instances  may  possibly  enhance  its  interest, 
and  make  it  worthy  of  a  place  in  the  Transactions  of  the 
Royal  Academy  of  Medicine. 

For  the  following  notes  I  am  indebted  to  my  clinical  clerk, 
Mr.  (now  Dr.)  William  Moore,  M.B. : — 

Case. — J.  B.,  aged  eighteen,  stableman,  was  admitted  on  the  first 
occasion  to  Sir  Patrick  Dun*8  Hospital  on  6ih  Nov.,  1897.  He 
states  that  up  to  3rd  inst.  he  was  quite  well,  but  that  on  getting  up 
that  morning  he  felt  a  heavy  weight  all  across  the  top  of  his  chest, 
and  when  going  to  work  he  was  suddenly  taken  with  so  violent  a 
pain  tliat  he  had  to  turn  back.  On  his  return  home  he  went  to  bed, 
but  he  could  not  remain  in  it  from  pain  in  his  chest  and  inability 
to  breathe.  He  found  that  lying  on  the  left  side  increased  these 
sjmptoms,  and  yet  he  was  not  very  much  better  when  up.  This 
sudden  illness  came  on  without  any  previous  illness  or  delicacy, 
strain  or  violence,  and  there  was  an  absence  of  all  cough  or  night- 
sweats  preceding  it.  He  says  there  is  **  no  consumption  "  in  any 
individual  of  his  family,  near  or  distant. 

The  day  following  the  advent  of  his  illness  the  pain  left  his 
chest  almost  entirely,  except  a  slight  catch  in  the  upper  part  of  the 
left  axilla  when  he  coughed.     He  has  been  ever  since  free  from  all 
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pain  nnd  difficulty  in  breathing,  and  he  can  lie  equally  well  on 
either  side;  and,  except  that  he  had  been  told  by  the  dispensary 
medical  officer  of  the  necessity  of  seeking  medical  care,  he  should 
not  have  thought  himself  sufficiently  ill  as  to  look  for  admission  to 
the  hospital. 

Present  Symptom^, — On  admission — three  days  after  his  being 
taken  ill — he  presented  no  apparent  evidence  of  any  sickness  in 
aspect,  manner,  or  decubitus  except  that  his  weight  was  but 
8  St.  13  lb.,  and  his  face  and  neck  were  covered  with  acne  vulgaris. 
His  respirations  were  easy  (28) ;  pulse,  96-100 ;  temperature, 
98". 

Phi/sical  Examination. — Inspection  showed  the  left  side  fuller 
under  the  clavicle  than  the  right,  while  its  movements  on  respira- 
tion were  very  slight.  The  cardiac  impulse  was  visible  in  the 
epigastrium  and  to  the  right  of  tiie  sternum,  and  by  palpation  the 
heart's  beat  was  to  be  felt  to  the  right  of  the  sternum  in  the  para- 
sternal line.  There  was  complete  loss  of  vocal  fremitus  over  the 
Avhole  of  the  left  side.  Peixussion  gave  a  hyper-resonant  note  over 
the  cardiac  region,  and  extended  from  the  clavicle  down  to  the 
seventh  rib  and  the  costal  arch  in  front,  and  to  the  twelfth  rib 
behind,  while  it  extended  quite  to  the  middle  of  the  sternum  at  the 
manubrium,  and  to  the  right  sternal  line  at  the  level  of  the  third 
rib.  In  tho  interscapular  region  the  percussion  note  was  not 
tympanitic,  rrither  dull  in  tone,  and  probably  due  to  the  condensa- 
tion of  the  collapsed  lung  at  its  root.  In  this  region  there  was  slight 
amphoric  breathing.  The  respiratory  murmur  was  inaudible  every- 
where over  the  left  side,  and  vocal  resonance  very  badly  marked. 
Metallic  tinkling  was  to  be  heard  occasionally  over  the  lower  part 
of  the  chest,  but  it  was  very  indistinct,  and  not  induced  by  cough- 
ing or  change  of  posture,  while  the  bruit  fVairain  was  beautifully 
demonstrated.  There  was  a  complete  absence  of  all  succussion  signs. 
At  the  level  of  the  nipple  measurement  gave  the  right  side  17^ 
inches,  nnd  the  left  or  affected  side  16;^,  or  an  inch  less  than  the 
healthy  side.  On  doep  inspiration  the  right  side  expanded  half  an 
inch,  the  left  side  nil. 

The  heart-sounds  were  normal,  though  not  heard  in  their  natural 
position,  but  best  at  the  fourth  rigiit  intercostal  space  near  the 
sternum.  It  was  quite  apparent  tl:en  that  the  left  pleural  «mc  was 
full  of  air,  filling  it  to  its  fullest  limits  and  displacing  the  heart  arid 
mediastinal  contents  to  the  right  of  the  sternum,  and  the  st<!>mach 
downwards  well  below  the  costal  arch. 
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For  a  fcAv  <lnys  tlic  metallic  sounds  were  more  or  less  imperfectly 
audible,  but  they  tlien  ceased.  The  amphoric  breathing  soon 
disappeared,  and  at  no  time  throughout  the  patient*s  stay  in 
hospital  were  there  any  signs  of  effusion,  such  as  dulness  on 
percussion  in  the  lower  region  of  the  tiiorax,  nor  any  splashing 
{bounds.  Tlie  hruit  d'airain  also  disappeared  about  the  20ih  of 
November — that  is,  in  about  a  fortnight  after  admission. 

Protpress. — The  further  progress  of  the  case  was  unmarked  by 
any  change  of  symptoms,  and  the  patient,  who  expressed  himself  as 
beinj^  always  in  the  best  of  health,  was  allowed  up  daily,  and  he  had 
an  excellent  appetite.  His  temperature  was  usually  subnormal — 
about  98°,  and  occasionally  down  to  97"^,  and  only  on  five  occasions 
it  was  99^ — and  the  pulse  ranged  70-80.  He  slept  well.  No 
medicine  was  deemed  necessary. 

Physical  examination  revealed  that  from  about  November  2(> 
the  air  in  the  pleural  sac  was  being  absorbed,  for  in  addition  to 
the  cessation  of  the  echo  sound  on  striking  a  coin — already  referred 
to — the  heart  gradually  returned  to  the  left  8i<lc,  and  on  Novem- 
ber 30th  it  was  recorded  "  to  be  felt  and  heard  beating  in  its 
normal  position."  And  later  on  the  apex  beat  was  marked  as 
beating  in  tlve  left  parasternal  line,  but  between  the  fourth  and  fifth 
r\h^ — an  inch  higher  than  normal. 

Daring  this  process  of  return  of  the  heart  an  interesting 
clinical  phenomenon  was  noticed,  although  the  patient  made  no 
complaint,  pointing  to  the  existence  of  a  dry  pleurisy  in  the 
nei<;hbourhood  of  the  pericardium.  Thus,  on  Nov.  26th  a  friction 
sound  was  audible  over  the  lower  1^  inches  of  the  sternum,  to  the 
left  of  the  middle  line  and  extending  into  the  epigastrium.  The 
sound  was  that  of  a  double  rubbing  character,  and  synchronous 
with  the  heart's  sound,  and  yet  it  increased  on  inspiration  and 
diminished  on  expiration.  This,  by  some  observers,  was  taken  for 
n  pericardial  friction,  but  I  considered  it  was  exopericardial  in  its 
iiatnre,  and  produced  by  the  impact  of  the  pericardium  ngainst  the 
double  fold  of  the  left  parietal  pleura,  and  by  the  movement  of  the 
heart  the  layer  lining  the  ribs  and  that  reflected  from  the  sternum 
over  the  pericardium  came  into  contact,  and  gave  rise  to  a  friction 
sound.  In  fact,  it  was  a  rubbing  of  one  layer  (the  parietal)  against 
itself,  and  not  produced  by  the  pulmonic  op  visceral  layer  against 
the  parietal,  as  is  usual  in  ordinary  pleurisy. 

Along  with  this  sound  of  rubbing  a  metallic  tinkle  or  echo  was 
sometimes  heard  in  this  the  usual  cardiac  res;ion.     A  few  days 
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later  (Nov.  3Qth)  the  friction  sound  was  still  more  marked,  and  was 
audible  from  the  third  to  the  fifth  left  costal  cartilages,  and 
extended  outwards  to  one  inch  within  the  nipple  line,  and  down- 
wards along  the  sixth  and  seventh  cartilages — i.e.,  well  below  the 
level  of  the  returning  heart.  It  was  heard,  as  formerly,  with  the 
heart-sounds,  though  increased  with  the  net  of  inspiration,  and 
also  on  that  day  it  was  not  confined  to  the  time  of  the  heart- 
sounds,  but  was  audible  also  during  inspiration. 

Gradually,  as  the  signs  of  air  in  the  pleural  c^ivity  diminished, 
the  respiratory  and  vocal  sounds  became  more  distinct,  and  were 
fairly  audible  over  the  back  and  axilla ;  and  the  left  side  (though 
it  now  contained  the  heart)  measured  an  inch  le.*>s  than  the  ria[ht. 
The  patient  left  hospital  on  December  17,  having  gained  half  h 
stone  in  weight  and  looking  well  and  healthy. 

After  leaving  he  went  back  to  his  work  as  a  stableman,  and 
in  a  fortnight*8  time,  as  he  was  feeling  as  well  as  ever,  he  under- 
took some  heavv  liftin"^  work  with  the  manure  fork.  While  thus 
engaged  he  felt  a  little  *^  crackle  "  in  the  top  of  his  left  chest,  but 
did  not  mind  it  much,  until  on  getting  out  of  bed  next  morning 
(December  31,  1897)  he  experienced  a  sharp  pain  in  his  left  side, 
with  great  difficulty  of  breathing  and  weakness,  and  he  fainted. 
He  had  a  shrewd  guess  as  to  what  liad  happened,  as  he  recognised 
the  old  symptoms.  He  remained  at  home  for  a  few  days,  and 
when  admitted,  on  January  5,  1898,  his  left  pleura  was  again 
found  full  of  air,  and  the  heart  displaced  to  the  right  side  of 
sternum,  just  as  in  November.  He  had  no  fever  or  any  distress, 
and  his  weight  was  the  same  as  when  he  had  left  hospital,  Decem- 
ber 17,  1897  (9  St.  5  lb.). 

After  remaining  in  hospital  till  February  3,  1898,  he  went  home 
weighing  the  same,  and  the  air  in  the  left  pleura  was  again 
diminishing,  and  the  heart  returning  to  the  left.  At  no  time  was 
there  any  dulness  or  any  sign  of  effusion  present.  The  ^'echo 
note'*  by  striking  a  coin  was  typically  demonstrable  for  three 
weeks,  but  neither  metallic  tinkle  nor  amphoric  respiration  was 
ever  noted.  I  did  not  see  him  again  until  March  4,  when  his 
weight  was  1  lb.  heavier,  and  the  heart  was  beating  in  its  normal 
position  ;  the  lower  part  of  the  left  side  expanded  equally  with  the 
right,  though  it  measured  an  inch  smaller.  Vocal  fremitus  and 
resonance  were  feeble  on  the  affected  side,  and  respiration  was  not 
audible  under  the  clavicle,  and  in  this  place  the  percussion  note 
was  somewhat  tympanitic.     It  suggested  the  idea  that  while  the 
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lower  pai*t  of  the  chest  was  well  filled  by  the  expanding  lung  the 
npp^r  still  contained  some  air  in  the  pleura. 

He  was  in  excellent  health  and  spirits  and  expected  to  return  to 
work  at  once.  I  warned  him  against  unusually  heaVy  work  foi* 
some  weeks  to  come  as  a  wise  precaution. 

There  were  some  unusual  physical  signs  on  which  a  word 
may  be  said  :  — 

1.  The  existence  of  amphoric  respiration  in  my  case  in  the 
earlier  period,  when  the  aperture  was  closed.  It  was  not  loud, 
it  was  limited  to  the  left  interscapular  region,  and  it  dis- 
appeared after  the  fifth  day  of  residence  in  hospital. 

Dr.  West  *  noticed  in  some  of  his  cases  of  so-called  idio- 
pathic pneumothorax,  in  which  there  was  no  effusion,  that 
amphoric  breathing  was  frequently  audible,  even  when  the 
opening  is  closed ;  but  he  does  not  venture  upon  an  explana- 
tion. The  idea  that  it  might  be  conveyed  from  the  root  of 
the  compressed  lung  or  of  the  healthy  lung  is  negatived  by 
the  fact  that  it  disappeared  in  the  course  of  the  case,  while 
those  supposed  factors  remained  the  same,  so  far  as  we 
could  make  out.  Moreover  it  was  absent  in  the  whole 
course  of  the  relapse. 

As  Dr.  Clifford  Allbutt,  in  Quain's  Dictionary  of  Medicine, 
says,  "  In  rare  cases  we  may  detect  by  amphoric  breathing 
the  entrance  and  exit  of  air  by  a  free  opening,  but  in  such 
cases  fluid  is  always  present  as  well."  On ,  the  other 
hand  it  is  not  easy  to  explain  its  occurrence  where  the 
opening  is  closed,  or  of  the  valvular  nature,  and  where 
there  was  no  expansion  of  the  side  during  inspiration,  nor 
falling  in  during  expiration. 

2.  Another  puzzling  sign  was  the  metallic  tinkle  which  was 

audible  for  ten  days,  and  yet  I  could  never  satisfy  myself  that 

there  was  any  fluid  present  at  any  time.     It  is  therefore  no 

longer  to  be  taught  that  the  metallic  tinkle  is  solely  due  to 

» Medical  Society's  Transactions.    Vol.  XX.    1897.      . 
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either  a  drop  falling  from  the  dome  of  tlie  pleural  cavity  on 
the  subjacent  liquid,  or  to  a  bubble  bursting  on  the  surface 
of  the  fluid. 

3.  The  other  clinical  physical  sign  worthy  of  attention  was 
the  friction  sound  audible  over  the  lower  left  sternal  region 
which  was  synchronous  with  the  movements  of  the  heart — 
'even  though  increased  and  altered  by  the  act  of  respira- 
tion— and  which  might  readily  have  been  called  pericardial 
^'  to  and  fro  "  friction  sound.  I  considered  it  to  be  due  to 
the  heart's  movements  on  Its  return  to  the  left  side  causing 
SL  rubbing,  not  of  the  pericardial  layei*s,  but  of  reflected 
parietal  layers  of  the  pleura.  When  the  pleural  cavity  was 
fully  distended  with  air,  the  left  lung  and  overlying  visceral 
layer  of  pleura  were  naturally  retracted  towards  the  root, 
and  widely  separated  from  the  parietal  layer;  while  this 
latter  was  stretched  towards  the  right  side  of  the  sternum, 
as  it  formed  the  left  lateral  boundary  of  the  displaced  anterior 
mediastinum.  Now,  when  the  air  of  the  pneumothorax  was 
.being  absorbed,  ar.d  the  right  lung  was  gradually  expanding 
with  deeper  respirations,  the  heart  returned  towards  its 
normal  position,  and  carried  with  it  the  parietal  layer  of  the 
left  pleura,  so  that  this  exopericardial  layer  was  folded  on 
itself,  and  a  friction  was  induced  at  each  cardiac  movement. 
It  never  extended  over  the  whole  of  the  pra^cardium,  nor  to 
the  right  of  the  sternum,  and  it  was  unaccompanied  by  any 
symptoms  of  pericarditis — pain,  altered  pulse,  rise  of  temjiera- 
ture,  or  any  discomfort — while  the  patient  was  up  and  about 
every  day. 

The  explanation  of  its  being  intensified  during  inspiration 
is,  probably,  that,  although  the  left  side  was  nearly  motion- 
less during  the  act  of  breathing,  the  movement  of  the  right 
side  and  the  pressure  of  the  right  lung  against  the  air  con- 
tained in  the  left  pleura  caused  an  altered  relation  of  the 
pericardium  and  the  reflected  layer  of  the  pleura  costalisy  and 


By  Dr.  J.  M.  FiNXY.  G3 

therefore  this  extra  movement  would  intensify  any  friction 
soand  made  between  the  overlapping  folds.  That  the  move- 
ment of  the  left  lung  had  nothing  to  say  to  its  production 
was  evident  by  the  metallic  echo  these  sounds  produced,  bv 
the  tympany  which  existed  over  the  sternum  and  the  front  of 
the  left  thorax,  and  bv  the  fact  that  the  cyrtometric  measure- 
ments  of  the  chest,  taken  two  inches  below  the  level  of  the 
nipple,  showed  the  left  side  to  be  1^  inches  smaller  than  the 
right;  and  lastly,  by  the  heart's  impulse  being  felt  between  the 
fourth  and  fifth  ribs  instead  of  in  the  fifth  intercostal  space. 
In  fact,  as  I  understand  the  pathological  pliysiology  of  the 
process,  the  return  of  the  heart  was  due  to  the  diminished 
pressure  of  the  absorbing  air  on  the  left  side  being  overcome 
by  the  vigorous  expansion  of  the  right  lung,  and  in  direct 
proportion  to  that  lessened  pressure  the  ribs  of  the  left  side 
fell  in  and  the  diaphragm  ascended. 

Now,  if  we  study  the  history  of  pneumothorax,  the  cause 
of  the  disease  is  at  times  readily  explained,  but  at  times 
again  it  is  quite  otherwise. 

If  we  exclude  injury  to  the  thorax,  operations,  and  thora- 
centesis, it  is  practically  in  DO  per  cent,  of  cases  the  result 
of  a  ruptured  lobule  and  its  pleural  covering,  which  had  been 
previously  weakened  by  ulceration,  and  the  factor  which 
induced  the  ulceration  was  tubercular  deposit.  A  cavity, 
jarge  or  small,  has  existed  for  a  longer  or  shorter  time,  and 
then  ruptures  under  a  little  extra  strain,  or  without  any 
exciting  cause,  somewhat  analogous  to  the  occurrence  of 
haemoptysis  as  the  first  symptom  of  pulmonary  phthisis  being 
due  to  a  prior  tubercular  deposit  and  ulceration. 

There  are,  indeed,  a  few  cases  recorded  of  pneumothorax 
due  to  rupture  of  the  air  vesicles  under  great  strain ;  but 
these  are  open  to  the  criticism  as  to  whether  tubercle  had 
not  already  undermined  those  vesicles  prior  to  the  strain 
and  the  rupture.     Dr.  F.  de  H.  Hall  has  had  thirteen  cases 
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of  pneumothorax  occurring  in  apparently  healthy  persons 
who  made  recoveries  in  from  five  days  to  six  weeks.  Many 
of  these,  however,  developed  phthisis  afterwards. 

It  has  been  asserted  that  emphysema  may  be  a  cause  of 
pneumothorax,  but  against  this  Dr.  West  adduces  a  reference 
to  an  excellent  paper  on  the  subject  by  Zahn  (Virch.  Archiv., 
Vol.'CXXIV.,  p.  265),  in  which,  after  a  careful  analysis  of 
a  large  number. of  records,  the  author  stated  that  only  two 
cases  had  been  conclusively  shown  to  have  resulted  from  a 
rupture  of  an  emphysematous  bulla. 

The  peculiarity  in  this  present  case  is  that  the  young  man 
was  not  suffering  in  any  way,  or  to  the  slightest  degree,  from 
lung  disease.  He  had  no  cough,  nor  even  slight  cold,  when 
the  lung  gave  way,  and  it  occurred  irrespective  of  any 
unusual  effort  or  straining  on  the  patient's  part  on  the 
first  occasion  of  his  illness.  He  was  going  to  his  work  in 
the  early  morning,  without  hurry  or=  any  excitement,  when 
he  suddenly  felt  a  pain  in  his  left  side.  Unfortunately  for 
the  sake  of  diagnosis  he  was  not  seen  until  four  days  after 
its  occurrence,  and  we  are  at  a  loss  to  know  how  severe  were 
the  symptoms,  or  how  great  the  shock.  Neither  can  have 
been  very  much,  as  after  one  day  the  patient  complained  of 
nothing  beyond  a  slight  pain  across  the  sternum  between  the 
breasts,  and  said  he  felt  quite  well  on  the  day  of  admission. 
On  the  second  attack  the  shock  seemed  greater^  as  it  induced 
faintnesd. 

This  is,  I  think,  a  very  remarkable  fact,  and  one  which 
we  do  not  sufficiently  recognise — namely,  that  a  rupture 
of  a  lung  may  take  place,  air  pass  through  the  aperture  from 
the  lung  into  the  pleural  sac,  and  so  fill  the  pleura  to  its  ' 
extreme  limits  that  the  lung  is  collapsed  and  the  heart  and 
the  mediastinum  displaced  to  the  right  side,  without  more  than 
momentary  distress  of  breathing  and  slight  discomfort, 
without  haemoptysis,  cyanosis,  or  much  circulatory  disturb- 


By  Dr.  J.  M.  Finny.  65 

ance.  The  only  other  causation  of  collapse  of  the  lung  and 
displacement  of  the  heart.,  >vith  which  we  are  familiar,  is  the 
effusion  of  fluid  in  the  pleura,  the  result  of  acute  pleuritis^ 
and  in  such  cases,  if  at  all  rapidly  produced,  the  process  is 
always  accompanied  by  dyspnoea,  cough,  and  the  expectora- 
tion of  mucus,  and  very  frequently  the  sputa  are  bloody, 
while  the  decubitus,  when  the  pleural  cavity  is  filling  up 
with  fluid,  is  characteristic,  and  these  symptoms  are  generally 
in  the  direct  proportion  to  the  suddenness  and  rapidity  of 
the  lung  collapse.  I  do  not  now  allude  to  a  latent  pleurisy, 
with  which  we  are  all  familiar,  where  the  discovery  of  the  side 
being  full  of  water  is  unexpected ;  for  in  such  cases  the 
pnxiess  is  very  slow  and  gradual.  Yet  in  my  case  the  left 
lung  was  suddenly  and  completely  rendered  airless,  and  in  a 
day  or  two,  except  an  examination  of  the  chest  had  been 
made,  the  patient,  so  far  as  his  symptoms  were  a  guide,  might 
readily  have  passed  all  notice  as  suffering  from  a  gi*ave 
thoracic  disease. 

A  very  similar  case  has  been  recorded  by  Samuel  West^ 
iI.D.  Oxon.,*  which  is  worth  mentioning  in  full : — 

"A  man  aged  forty-six,  while  at  work  experienced  pain 
in  his  left  side,  and  his  breathing  became  a  little  short;  he 
did  not,  however,  desist,  but  kept  to  his  work.  He  was  seen 
next  day  by  a  medical  man,  who,  detecting  the  signs  of 
pneumothorax,  sent  him  to  hospital,  although  the  tnan  himself 
did  not  think  he  was  ill.  Physical  examination  revealed  the 
whole  of  the  left  side  tympanitic  to  the  very  margin  of  thb 
ribs;  the  heart  was  displaced  to  the  right,  and  the  impulse 
was  under  the  right  nipple,  and  the  left  pleura  was  stretched 
H  inches  to  the  right  at  the  third  rib.  Amphoric  respiration 
and  the  bell  sound  were  audible  in  the  left  interscapulai^ 
region. 

'*This  patient  soon  recovered,  gaining  14  lbs.  during  liis 

■  Loc.  cit. 
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stiiy  of  a  month  in  hospital,  and  all  the  signs  disappeared, 
though  two  or  three  slight  attacks  of  haemoptysis  occurred. 
Ten.  years  later  he  was  at  his  work,  and  had  never  been  ill, 
in  the  interval.     The  chest  was  reported  normal/' 

In  the  majority  of  cases  the  most  striking  group  of 
symptoms  of  this  disease  are  those  due  to  its  sudden  and 
severe  onset,  such  as  pain  in  the  side,  dyspnoea,  and  suffoca- 
tion, with  the  pallid  face,  clammy  skin,  and  compressible 
and  failing  pulse  of  collapse.  As  Dr.  West  points  out, 
this  is  the  period  of  greatest  danger,  and  death  may  be 
the  direct  result.  As  a  rule,  he  says,  the  mortality  of 
pneumothorax,  from  all  causes,  may  be  stated  to  be  77  per 
cent.  Of  these  fatal  cases  46  per  cent,  occur  in  the  first 
week,  and  one-third  of  that  number  on  the  first  day,  of 
suffocation.  Should  this  period  be  survived,  death  may  occur 
from  empyema  or  exhaustion,  or  lastly,  thq  original  disease, 
of  >yhicli  pneumothorax  was  but  a. complitjation,  may  make 
rapid  strides  and  carry  off  the  patient. 

As  already, stated,  my  case — the  subject  of  this  communica- 
tion— is  a  remarkable  exception  to  these  grave  symptoms, 
although  hardly  so  much  so  as  the  case  of  Dr.  West's  patient, 
to  which  1  haye  referred  above. 

Another  point  of  exceptionable  interest  to  which  1  would 
specially  refer  in  my  case,  is  the  fact  that  the  entrance  of 
air  into  the  pleural  sac,  so  great  as  to  fill  the  sac  to  its 
extremest  limits,  was  not  followed  by  effusion,  either  serous 
or  purulent.  This  is  an  extremely  rare  condition.  It  is 
one,  howevef,,  which  is  well  recognised,  and  has  been  noted 
many  years  ago.  Probably  the  cause  may  be  traced  to 
the  fact  that  tlie  air  was  introduced  through  a  rupture 
of  a  lung  very  little,  if  at  all,  preyiously  diseased,  and 
that  the  aperture  was  so  placed  that  there  was  no  free 
communication  with  the  external  air  and  the  pleura  after  its 
first  introduction,  and  thus  the  entrance  of  germs  and  bacteria 
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was  limited.  In  almost  all  the  recorded  cases  of  pneumo- 
thorax where  a  phthisical  cavity  had  existed  prior  to  its 
occarrence,  the  entrance  of  air  was  invariably  followed  by, 
an  effusion,  usually  purulent  in  its  character  (pyo-pneumo- 
thorax),  and  this  is  the  experience  of  all  hospital  physicians. 
Curiously  enough,  as  if  to  point  my  remarks,  a  fortnicrht 
after  this  patient  left  hospital  well,  another  case  of  pneumo- 
thorax was  admittefl  to  the  same  ward,  and  bed,  occurring 
iu  a  man  suffering  from  phthisis,  and  this  patient  has  had  the 
purulent  effusion,  and  all  the  evidences  thereof,  and  died 
of  the  exhaustion  and  septicaemia  of  the  original  disease  in 
eight  weeks. 

Dr.  West  in  1883  presented  before  the  Clinical  Society  of 
London  (Clin.  Soc.  Trans.,  Vol.  XVII.,  p.  56)  a  series  of 
23  cases,  compiled  from  various  authors,  of  pneumothorax 
without  effusion,  in  all  of  which  complete  recovery  occurred, 
to  which  he  added  another  case.  Of  these  24  cases,  4  were 
from  phthisis,  4  probably  of  that  nature,  5  were  stated  to 
have  their  cause  in  emphysema,  2  were  from  over-exertion 
in  previously  healthy  and  athletic  persons,  and  3  the  result 
of  injuries.  As  a  matter  of  historical  and  local  interest  the 
first  case  was  one  recorded  by  Dr.  Mac  Dowel,  of  this  city 
(not  Dowel),  and  published  in  the  Duh,  IIosp.  Gaz.,  No. 
15,  Sept,  1856. 

Dr.  Briinnicke,  of  Copenhagen,  in  a  valuable  co!nmumca- 
tion  on  the  subject  of  pneumothorax,  and  which  appeared  as* 
a  translation  in  the  l)itb.  Hasp.  Gaz.  (Nos.  7,  8,  and  10; 
1856),  states  that  of  147  cases  which  he  had  collected  and 
analysed,  fluid  was  absent  in  but  16. 

Again,  more  recently  Dr.  West  (/oc.  cit.)  has  recorded  5  cases 
out  of  130,  in  which  effusion  was  noted  for  its  absence.  Twd 
were  phthisical,  and  the  other  three  were — (1)  the  labourer 
whose  case  I  have  quoted  ;  (2)  a  young  man,  aged  twenty-two. 
while  playing  football,  who  had  had  two  previous  attacks  of, 
pneumothorax ;  and  (3)  a  girl,  aged  fifteen,  while  dancing. 
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Dr.  Clifford  Alibutt  also  contributes  three  cases,  in  Quain's 
Dictionary  of  Medicine,  which  came  under  his  immediate 
notice,  and  all  occurred  in  previously  vigorous  men — due  to 
a  strain  at  an  oar  in  one,  and  to  gymnastics  in  another,  and 
in  the  third  the  cause  was  unknown.  All  these  made  good 
recoveries. 

From  the  foregoing  facts  and  references  I  may  deduce  the 
following  conclusions : — • 

1.  That  simple  or  idiopathic  pneumothorax  is  a  very  rare 
disease  of  the  lungs  and  pleura. 

2.  That  a  repetition  of  the  disease  in  the  same  lung  is  of 
still  greater  rarity. 

3.  That  in  a  very  small  number  of  cases  the  entrance  of 
air  into  the  pleura — to  stretch  it  to  its  utmost  limits — does 
occur  without  any  effusion  of  fluid,  and  this  even  may  happen 
a  second  time  in  the  same  luug. 

.  4.  That  the  absence  of  fluid  renders  the  disease  less  fatal 
than  when  air  and  fluid  are  effused. 

5.  That  the  presence  of  air  in  the  pleura  may  occur  with* 
out  any  febrile  or  constitutional  disturbance. 

G.  That  in  the  face  of  such  possibilities  we  should  be 
cautious  as  to  giving  too  grave  a  prognosis  when  evidences 
of  a  ruptured  lung  and  pleura  are  present,  and  particularly'' 
so  when  there  is  no  previous  disease* 

7.  That  the  tendency  of  such  cases  is  towards  spontaneous 
recovery,  and,  in  the  absence  of  urgent  symptoms  calling  for 
relief,  it  is  wiser  not  to  employ  surgical  means  to  let  off  the 
effused  air. 


Db.  a.  R.  Parsons  said  Dr.  Finny  had  taken  away  the  explana- 
tion of  metallic  tinkling  as  it  was  usually  taught.  What  was  his 
explanation  for  it?  Did  he  not  think  it  just  possible  that  there 
might  have  been  a  small  amount  of  fluid  in  the  pleural  cavity 
suffiotent  not  to  be  detected  by  physical  signs,  but  sufficient  to 
cause  the  mdtaUlc  tinkling  on  the  old  hypothesis  ? 
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Dr.  Knott  said  it  occurred  to  him  if  there  was  an  opening  into 
a  cavity  •  containing  air,  and  there  was  some  moisture  in  the 
opening,  that  during  inspiratory  efforts  a  little  drop  of  moisture 
might  he  drawn  in  to  create  metallic  tinkling. 

Dr.  R.  Travkrs  Smith,  referring  to  the  diagnosis  of  effusion 
complicating  cases  of  pneumothorax,  said  that  Sir  Douglas  Powell 
pointed  oat  that  it  was  not  quite  so  easy  to  exclude  effusion  into 
the  pleural  cavity  in. cases  of  pneumothorax  because  the  suction 
action  of  the  negative  pressure  in  the  interior  of  the  thorax  helped 
in  sustaining  the  diaphragm  in  lits  dome-shaped  position.  .  In 
'pneumothorax  the  negative  pressure  in  the  pleura  ceased  to  exist, 
and  the  suction  action  on  the  diaphragm  was  lost,  and  a  iliore  or 
less  crater-shaped  sinking  occurred  at  tlie  top  of  the  dome  in  which 
fluid  might  lodge,  and  so  might  escape  detection  from  percussion, 
but  this,  Dr.  Finny  could  say,  would  not  prevent  the  occurrence  of 
hippocratic  succussion,  whicii  was  not  found  in  his  case. 

Professor  E.  H.  Bennett  was  glad  to  hear  Dr.  Finny  uphold 
the  practice  of  avoiding  surgical  interference  in  such  cases  as  far 
as  possible.  He  had  seen  many  cases  of  pneumothorax,  but  only 
one  which  called  for  puncture  of  the  thorax.  In  this  one  excep- 
tion the  patient,  a  man  with  a  fractured  rib,  began  to  develop 
general  emphysema,  and  after  a  short  time,  for  some  unknown 
reason,  the  emphysema  stopped  developing,  and  the  pleura  began 
to  fill  with  such  a  degree  of  tension  that  the  man  began  to  be 
strangled.  A  puncture  was  made  with  small  trochar  and  canula, 
«nd  the  air  rashed  out  with  great  speed.  Complete  relief  followed 
without  any  complication. 

Dr.  Finnt,  in  reply,  said  that  he  did  not  know  that  he  was 
obliged  to  give  an  explanation  of  what  had  occurred  in  his  case, 
l»ecause  he  did  not  believe  that  the  explanation  of  the  metallic 
tinkling  was  due  to  a  drop  of  water  falling  down  or  a  bubble 
breaking  on  the  surface ;  but  it  was  quite  possible  that  it  might 
have  been  a  mucous  bubble  in  the  tube,  and  not  one  blown  out 
through  a  hole  in  the  lung ;  that  in  some  of  the  bronchial  tubes 
there  might  have  been  a  little  draught  of  air,  and  some  bubble 
might  have  been  present  there,  and  given  rise  to  the  metallic 
tinkling.  In  the  neighbourhood  of  a  large  chamber  any  sound 
would  get  a  metallic  ring;  therefore  it  was  possible  that  there 
might  have  been  some  slight  bubbles  in  the  deeper  tubes  giving 
rise  to  the  metallic  tinkling.  As  to  Dr.  Parsons'  question  about 
the  production  of  the  friction  sound  when  there  was  no  fluid  or 
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•pleurisy — well,  he  (Dr.  Finny)  did  not  say  there  was  no  pleurisy, 
but  it  was  quite  possible  to  have  a  little  slight  lymphy  exudation 
on  the  surface  without  a  quantity  of  fluid  in  the  lower  part  of  the 
chest,  and  although  Dr.  Smith  had  referred  to  the  possibility  of 
not  finding  fluid  in  the  lower  part  of  the  chest  on  account  of  the 
«hape  of  the  diaphragm,  he  thought  there  was  hardly  enough  fluid 
even  there  to  explain  the  occurrence  of  the  metallic  tinkling.  No 
duccussion  could  be  detected  on  careful  examination.  Dr.  Bennett 
had  touched  upon  a  very  important  surgical  question.  He  (Dr. 
Finny)  thought  it  right  to  say  that  Dr.  West  referred  with  great 
credit  to  the  early  operation  on  pneumothorax  as  being  the  means 
of  saving  so  many  lives. 


CYSTINURIA. 

By  WALTER  G.  SMITH,  M.D. ; 

Ex-Presideut  Royal  College  of  Physicians,  Ireland; 
Physician  to  H.  £.  the  Lord  Lieateoant. 

[Read  in  the  Section  of  Medicine,  May  11,  1898.] 

One  of  the  most  fruitful  fields  iu  phyBiologieal  clieniisti-y 
is  that  devoted  to  the  study  of  the  metabolic  processes 
that  go  on  in  our  bodies.  Much  light  has  been  shed  upon 
obscure  and  interesting  problems.  We  have  been  enabled 
to  pry  into  some  of  the  secrets  of  nature's  laboratory,  and 
have  obtained  here  and  there  clues  to  guide  us  thi-ough 
the  dim  mazes  of  secretion  and  excretion. 

Thus  the  gain  to  physiology  has  been  great ;  and  if  we 
turn  our  eyes  to  pathology  we  see  that  we  have  found  new 
outlets  for  research,  have  learned  to  distinguish  between 
the  primary  and  secondary  action  of  certain  pathogenic 
agents,  and  the  skilled  examination  of  the  urine  has  taught 
us  a  good  deal  as  to  the  course  of  morbid  processes  and 
has  explained  many  curious  and  notable  features  of  disease. 

Toxicology  and  scientific  therapeutics  have  likewise 
benefited  by  the  labours  of  the  young  but  active  school  of 
physiological  chemistry.  We  can  the  better  comprehend 
the  mode  of  action  of  certain  poisons,  and  the  therapeutic 
working  of  many  of  our  trusted  remedies. 

The  modes  or  forms  through  which  drugs  are  excreted 
are  of  great  significance  in  relation  to  a  due  apprehension 
of  their  therapeutic  influence,  and  help  to  explain  difficult 
questions,  such  as  the  theory  of  cumulative  action. 

These  remarks  apply  naturally  with  chief  emphasis  to  the 
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aromatic  group  of  chemical  compoundn.  For  in  this  great 
group,  as  contra-distinguished  from  the  fatty  (aHphatie) 
seiies,  we  have  to  deal  with  a  nucleus — viz.,  a  benzene 
derivative — which  I'arely  undergoes  complete  destruction, 
and  is  not  broken  up,  as  are  the  fatty  derivatives,  into 
simple  final  products,  such  as  COj,  HjO,  urea,  &c.  But 
this  nucleus  preserves  its  individuality  through  many 
mutations,  and  the  products  of  elimination  emerge  froni 
the  body  retaining  their  '•  aromatic  "  constitution,  and 
hence  preserving,  more  or  less,  an  essential  continuity  of 
therapeutic  action.  We  daily  make  use  of  this  principle 
in  the  domain  of  urinary  therapeutics. 

Among  the  curious  metabolic  products  occasionally 
foimd  in  urine  three  examples  may  be  cited  : — 

Origin, 

1.  Alkaptonuria       ...  ...         Enterogenous 

2.  Diaminuria  ♦.,  ...  Enterogenous 

3.  Cvstinuria  ,..  ...  ? 

Of  the  first  of  these,  the  so-called  alkaptonuria^  I  have 
met  with  but  one  undoubted  case,  which  was  published 
in  the  Dublin  Journ.  of  Med.  Sci.<,  June,  1882.  The  urine 
was  derived  from  a  little  girl,  aged  three  yeai-s,  apparently 
in  perfect  health,  and  not  taking  any  medicine  whatever. 
When  first  passed  the  urine  was  normal  in  appearance,  but 
on  being  allowed  to  stand  it  deepened  in  colour  and  stained 
the  linen.  Under  the  influence  of  alkalies  the  urine 
assumed  a  deep  brown  colour,  advancing  from  above 
downwards,  and  possessed  slight  reducing  power  over 
salts  of  copper,  bismuth,  and  silver.  The  term  alkapton 
(alkali;  /cdirTcj)  was  introduced  by  Bodeker  in  18(51  (Ann. 
Chem.  u.  Pharm,,  117,  Jan.,  1861)  to  designate  the 
supposed  body  which  conferred  these  characters  upon 
urine,  and  which  he  had  noted  for  the  first  time  in  1859. 
Since  Bodeker's  observations  a  few  additional  cases  have 
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been  reported  by  various  observei-s,  probably  not  a  dozen 
in  all. 

Further  chemical  investigation  has  disproved  the  specific 
existence  of  '^alkapton/*  and  has  shown  that  under  this 
name  are  included  several  members  of  the  aromatic  series. 

The  property  of  darkening  upon  exposure*  to  the  air, 
especially  in  the  presence  of  alkalies,  is  common  to  many 
hydroxy-derivatives  of  benzene.  In  a  minor  degree  it  is 
possibly  not  a  very  rare  phenomenon  in  urine.  So  far  as 
our  knowledge  goes,  this  condition  has  been  definitely 
associated  with  one  or  other  of  three  compounds  : — 

(a)  Pyrocatechin,  C6H4(OH)2  (Ebstein  and  Miiller,  Fur- 
binger,  Fleischer). 

(6)  Homogentisic  acid,  C6H3(OH)a-CHj-COOH  :  =  dihy- 
(Iroxy-phenyl-propionic  acid.  This  appears  to  be  the 
chief  compound  present. 

(c)  Uro-leucic  acid,  C6H3(OH)2-CH2-CH(OH)-COOHz= 
dioxyphenyl-lactic  acid  (Huppert :  Ztsch.  /.  phys,  Chem.y 
1897). 

Alkaptonuria  is  not  specifically  linked  with  any  particular 
morbid  condition.  The  source  of  homogentisic  acid  is 
possibly  the  decomposing  action  of  special  micro-organisms 
upon  tyrosin  in  the  bowel. 

Diaminuria — i.e,,  the  occurrence  of  basic  diamines  in  the 
xunne—is  a  more  recent  chemical  acquisition.     Diamines 

(type  H^^  N,)  never  occur  in  healthy  urine  or  faeces,  nor 
H,) 

have  thev   been  detected  in  the  imne  of  acute  febrile 

diseases.     But   Brieger   has   shown   that   diamines   arise 

under  certain    conditions    of    putrefaction,    and    also    in 

cultures    of    some    specific    bacteria — viz.,    the    cholera 

bacillus,  and  the  Finkler-Prior  vibrio.    Hunter  has  detected 

them  in  connection  with  pernicious  anaemia. 

In  1887  Udninskv  and  Baumann  made  a  novel  and  most 
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interesting  observation.  In  the  urine  of  a  patient  affected 
with  cystinuria  they  found  considerable  quantities  of  two 
diamines  regularly  throughout  the  greater  part  of  a  year. 
Two  compounds  were  isolated  from  the  urine  and  shown 
to  be  identical  with  two  of  the  ptomains  discovered  by 
Bi'ieger  and  named  by  him  cadaverin  and  putrescin. 
Cadaverin  is  penta  -  methylene  -  diamine,  (CH2)5"H4N2. 
Putrescin  is  tetra-methylene-diamine,  (CH5)"H4Nj. 

Other  observers — e.g.^  Stadthagen  and  Brieger  {Berl. 
klin.  Woch.y  1889,  p.  16) — have  confirmed  these  results,  and 
found  the  same  bases,  chiefly  the  penta-compound,  in  the 
urine  from  cases  of  cystinuria.  But  the  contents  of  the 
bowel  in  cases  of  cystinuria  are  free  from  cystin,  and  we 
are  as  yet  unable  to  satisfactorily  explain  the  singular 
concurrence  of  cystin  with  diamines. 

Two  cases  of  cystinuria  having  chanced  to  come  under 
my  notice  in  private  practice — the  only  ones  hitherto 
reported  from  Ireland — I  am  tempted  to  make  a  few 
remarks  upon  the  subject.  All  are  agreed  that  cystinuria 
is  an  occurrence  of  exceptional  rarity,  and  Golding  Bird 
states  that  within  his  knowledge  cystin  had  been  found  in 
urinary  sediments  by  very  few  observers.  1  have  not  seen 
it  mentioned  in  any  of  the  Reports  of  the  Clinical  Research 
Association. 

Nearly  ninety  years  have  elapsed  since  WoUaston 
announced  the  discovery  in  a  urinary  calculus  of  a  new 
substance,  which  was  christened  *'  cvstin." 

In  the  pathological  museum  of  Trinity  College,  Dublin, 
Professor  E.  H.  Bennett  has  half  of  a  large  cystin  calculus, 
and  Dr.  J.  Harrison  Scott  recently  exhibited  at  the  Bio- 
logical Club  a  beautiful  specimen  of  a  cystin  calculus 
voided  by  a  gentleman  under  his  care.  It  measured  1 1 
mm.  in  length  by  7  mm.  in  its  widest  part.  The  surface 
was  yellow-brown,  like  sugar-candy,  and  sparkled  with 


By  Dr.  W.  G.  Smith.  75 

brilliant  cnstals,  which  under  the  microscope  exhibited 
the  characteristic  crystalline  form  of  cystin.  A  freshly 
exposed  surface  was  pure  white.  The  white  deposit  from 
this  patient's  urine  consisted  almost  wholly  of  hexagonal 
crystals  of  cystin. 

Whether  cystin  calculus  can  be  formed  without  cystin 
liaving  at  any  time  obviously  occurred  in  the  urine,  is, 
perhaps,  an  open  question,  but  it  is  certain  the  elimination 
of  cystin  may  go  on  for  years  without  leading  to  the 
formation  of  calculus. 

Considering  the  innumerable  observations  which  are 
daily  made  upon  urine  by  skilled  observers,  together  with 
the  distinctive  and  easily  recognised  crystalline  form  which 
cystin  assumes — for  it  is  never  amorphous — ^it  would  not 
be  likely  to  be  overlooked.  Yet  at  the  present  time  it 
may  be  safely  said  that  not  more  than  from  seventy  to 
eighty  cases-  of  cystinuria  have  been  reported — i.e.,  less 
than  one  for  each  year  from  the  date  of  its  discovery. 

Let  me  now  briefly  relate  the  particulars  of  the  two 
cases  which  have  come  under  my  notice  in  1890  and  1897 
respectively.  The  first  case  has  been  already  published 
(Trans.  Roy.  Acad.  Med.  in  Irel.,  1891)  and  I  shall  there- 
fore onlv  summarise  it. 

In  November,  1890,  a  boy,  aged  eight  years,  was  brought 
to  me  for  a  trifling  ailment.  He  had  previously  been  imder 
my  care  for  ringworm  of  the  scalp,  but  was  otherwise  in 
excellent  health.  For  some  time  past  the  child  s  mother 
noticed  that  his  urine  had  peculiar  characters.  It  deposited 
a  greenish  sediment,  and  possessed  a  fragrant  odour,  which 
she  likened  to  that  of  orris  root.  Nothing  similar  was 
observed  in  the  urine  of  either  of  his  younger  sisters. 

The  boy's  urine  was  examined  microscopically  upon 
several  occasions,  and  only  once  was  cystin  found,  and 
fairly  abundant  in  the  deposit,  scattered  through  numerous 
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minute  crystals  of  triple  phosphate.  The  reactiou  varieil 
from  acid  to  alkaline,  and  the  crystals  coiTespondingly 
found  were  those  of  uric  acid  and  of  triple  phosphate  and 
calcium  carbonate. 

The  second  case  presented  itself  in  1897.  A  stout  lady, 
aged  about  fifty-two  yeai-s,  consulted  me  in  October,  1897, 
for  pains  in  the  left  leg.  She  had  previously  suffered  from, 
rheumatic  pains  and  stiffness  in  the  knees.  Two  yeai-s 
ago  she  had  had  pain  down  the  right  leg,  followed  by 
some  muscular  wasting.  In  other  respects  her  general 
health  was  good. 

The  urine  when  first  examined  was  alkaline,  pale, 
turbid,  and  was  free  from  albumen  and  sugar.  It  effer- 
vesced very  briskly  in  the  cold  with  dilute  acetic  acid,  and 
the  microscope  showed  numerous  biscuit-shaped  discoids 
of  calcium  carbonate.  No  phosphatic  crystals.  Two  days 
later  I  examined  another  specimen  of  the  urine.  It  was 
feebly  acid,  sp.  gi\  1025,  was  of  a  gieenish-yellow  colour, 
and  deposited  a  white  sediment.  Under  the  microscope 
this  was  seen  to  consist  almost  wholly  of  bright,  colomless, 
six-sided  crystals  of  cystin.  They  were  insoluble  in  acetic 
acid,  and  soluble  in  ammonia.  Intermixed  were  some  very 
small  crystals  of  calcium  oxalate. 

Another  sample  of  urine,  passed  six  days  later,  was 
faintly  acid,  and  deposited  a  flocculent  sediment.  Xo 
crystals  of  cystin  could  be  detected  in  this  specimen  after 
centrifugalising  or  after  addition  of  acetic  acid.  I  lost 
sight  of  this  case  subsequently.  The  two  cases  may  be 
thus  contrasted : — 

Case  1,  1890.  Case  2,  1897. 

Boy,  aged  8  years.  Lady,  middle-aged. 

General  health  excellent.     Sediment  \  General  health  good.    Bheamatic. 

from  urine  slate-coloured.    Cystin  Sediment  white,  almost  entirely 

not  very  abundant.    Cystin  transi-  i  composed    of    cystin.       Cystin 

tory.  transitory. 
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The  above  cases  appear  to  leud  some  support  to  the 
statement  of  Neubauer  and  Vogel  (Analyse  des  Hanus, 
18i)0,  p.  167)  that  cystia  occurs  in  the  urine  of  many 
pendens  up  to  the  extent  of  0*5  grammes  per  diem.  Nearly 
half  a  century  ago  Golding  Bird  was  led  to  the  conviction 
that  "the  urine  in  many  cases  of  depressed  health,  in 
strumous  patients  especially,  not  very  infrequently  contains 
en'stals  of  cystin,  not  sufficiently  abundant  to  form  a 
distinct  deposit,  but  still  obvious  enough  on  microscopic 
examination'*  {Urinary  Deposits,  1851,  p.  18). 

We  may  also  note  in  the  foregoing  cases  the  sex  of  one 
of  the  patients,  and  the  sudden  disappearance  of  cystin 
from  the  urine  in  both.  Cystinuria  is  about  twice  as 
common  in  males  as  in  females,  and  has  rarely  been 
observed  after  fifty  years  of  age.  Cystin  has  perhaps  been 
more  frequently  noticed  as  a  persistent  deposit  for  months 
or  even  yeara,  but  intermittent  cases  have  also  been 
recorded,  and  into  this  category  mine  appear  to  falL 

Some  uncertainty  existed  for  a  time  as  to  the  exact 
chemical  nature  of  cystin,  but  this  may  now  be  considered 
as  well  established. 

Chronologically,  the  steps  in  our  knowledge  of  the 
chemistry  of  cystin  stand  thus : — 

(1)  It  was  at  first  believed  to  include  only  four  elements — 
CHN-0. 

(2)  Then  it  was  ascertained  to  contain  26*6  per  cent,  of 
sulphur. 

In  the  earlier  analyses  of  taurin  the  sulphur  was  likewise 
overlooked. 

(3)  Its  correct  empirical  formula  was  established  as 
CjHgNSO,,  agi*eeing  with  the  formula  proposed  long  ago 
by  G.  Bird 

(4)  Its  constitutional  formula  was  determined.  It  is  a 
sulphui'etted  amido-acid,   and  is  related  to    lactic   acid 
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(fermentation).     This  readily  appears  from  the  subjoineil 
formula: — 

Lactic  acid  =  {  C 

(      H^   ^UOOH 

Cystein :  a  base  \  _^^2\^^^ 
soluble  in  water  f      NH  ^   "^COOH 

Cystid,  derived  by  oxidation  from  cystem,  two  molecules  being  con- 
densed. 

NH,-^   \COOH  COOH^   \NH,-J 
=  (CjHsNSO,),. 
Cystin  is  easily  redaced  by  nascent  hydrogen  to  cystein,  CaHjNSO^. 

In  regard  to  the  pathology  of  cystiniu-ia  we  can  scarcely 
go  farther  than  to  say  it  is  a  product  of  peculiar  disordered 
metabolism,  which  is  apt  to  occur  in  several  members  of, 
the  same  family. 

Goldmann  and  Baumanns  observations  (Ztschr,  /I 
physiol.  Chem.  xii.)  seem  to  show  that  traces  of  cystiii 
or  a  cystinoid  body  occur  normally  in  the  urine  of  men 
and  dogs,  and  are  the  precursor  of  part  of  the  so-called 
"  neutral "  sulphur  compounds  of  the  urine.  From  this 
point  of  view  we  should  look  upon  cystinuria  as  au 
exaggeration  or,  at  most,  a  modification  of  a  physiological 
condition.  Moreover,  in  dogs  under  normal  metabolism^ 
a  sort  of  artificial  cystinuria  can  be  induced ;  and  cysteiu 
saved  from  its  usual  fate  of  oxidation  into  sulphuric  acid 
is  excreted  as  a  conjugated  compound  (Baumann  and 
Preusse :  Jaffe). 

The  following  cionclusions  embody  the  chief  pointn 
which  have  been  made  out  within  recent  times  in  reganl 
to  cystinuria. 

(1)  Cystin  is  a  product  of  proteid  metabolism,  probably 
the  result  of  a  synthetic  process. 

(2)  It  has  no  relation  to  lu'ic  acid,  or  to  gout  or  rheuma- 
tism. 
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(3)  It  is  in  no  way  connected  with  taurin,  which  is  a 
sulphonic  acid  C,H,(NH,)S03H. 

(4)  Its  probable  forerunner  in  the  body  is  cystein,  which 
is  a  strong  base  aohible  in  water. 

2C3H7NS0a+0  =  (C3HeNS0,),+H2O. 

(5)  Traces  of  cystein,  or  of  a  body  closely  related  to  it, 
occur  normally  in  nrine. 

(G)  The  sulphur  of  the  cystein  is,  as  a  rule,  oxidised 
into  SO4  (ordinary  and  ethereal). 

(7)  Under  certain  unknown  conditions  cystein  escapes, 
full  oxidation,  and  is  partly  execreted  as  cystin. 

(8)  Cystinuria   has  been  found  to   be  associated  with 
diamiauria  bv  several  observers. 

(9)  Cystinuria  may  be  intermittent  or  occasional. 

(10)  Cystinuria   and  diaminuria  are   possibly  due  to  a 
common  cause — viz.,  peculiar  intestinal  micro-organisms. 

(11)  Therapeutically,  the  indication  is  to  disinfect  the 
intestine. 


Mr.  M*Causland,  referring  to  the  connection  between  cystinuria 
and  diaminuria,  asked  if  Dr.  Smith  meant  to  say  that  in  people 
sofiFering  from  ptomain  poisoning  cystin  is  foufid  in  tiie  urine? 
Was  it  not  possible  that  cystinuria  was  more  common  than  supposed 
on  account  of  the  possibility  of  its  being  overlooked  i  Dr.  Smith 
said  that  cystinuria  had  nothing  to  do  with  rheumatism.  In  Dr. 
Smith's  second  case  the  lady  suffered  from  rheumatic  pains ;  had 
that  nothing  to  do  with  the  case  ? 

Dr.  J.  W.  Moorp:  said  he  possessed  records  of  about  2,500 
analyses  of  urine  by  his  father,  who  recorded  two  cases  of  cysti- 
noria.  Since  his  father's  death  in  1871  Dr.  Moore  had  seen  two 
cases  himself.  About  a  year  ago  Dr.  Crnig  had  a  very  interesting 
case,  in  which  the  hexagonal  crystals  were  beautifully  seen ;  so 
that  altogether  out  of  about  3,700  examinations  of  urine  there 
were  about  five  cases. 

Dr.  £.  H.  Bennett  said  that  he  had  many  years  ago  determined 
a  deposit  of  crystals  in  a  specimen  of  urine  to  be  cystin,  on  account 
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of  his  liaving  obtnined  the  eaooe  results  on  cliemicnl  treatment  as 
he  hud  obtnined  in  the  cose  of  a  calculus  which  he  knew  to  be  com- 
[«sed  of  cystiii. 

Dr.  W.  G.  Smith,  ia  reply  to  Mr.  M'CausIand,  said  that  the 
v/oivl  ptomalD  had  a  very  wide  stgniScance.  The  word  dia< 
minuria  was  only  a  particular  cnse  of  ptoinaTa,  and.  therefore, 
cystinuria  coold  not  always  be  expected  to  be  associated  nrith 
diaminuris,  inaamiich  as  it  was  only  proved  to  be  associated  with 
diamines,  of  which  the  names  aie  cndaverin  and  putrescin. 
Cystinuria  was,  therefore,  associated  with  particular  species  of 
ptome'ins,  but  not  ptomalns  in  the  general  sense.  With  regard  to 
the  frequency  of  its  occurrence,  they  had  already  heard  Dr.  Moore's 
luid  Dr.  Bennett's  remarks.  Many  years  ago  Golding  Bird  ex- 
pressed  the  conviction  that  in  ihe  urine,  in  many  caaesof  depressed 
health,  it  was  not  a  very  uncommon  thing  to  meet  with  crystals  of 
cyatin.  He  would  lay  no  stress  on  the  occurrence  of  rheumatism 
and  cystinuria  together  in  the  case  of  his  second  patient — an  old 
lady — ai  rheumatism  iu  old  ladies  was  very  common  and  cystinuria 
vary  rare. 
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By  W.  J.  THOMPSON,  M.D.  Univ.  Dubii.  ; 
Physioian,  Jervia-Btreet  HoBpital. 

[Beaa  in  41te  Section  of  Medicine^  March  11, 189^] 

SiNCK  Marie  first  described  acromegaly  in  1886  compara-' 
lively  little  advance  has  been  made  as  to  tlie  nature  of  its 
cause,  and  from  the  analysis  of  over  125  published  cases 
nothing  very  definite  has  been  arrived  at.  It  would  seem 
to  occur  rather  more  frequently  in  females  than  in  males, 
and  in  the  former  is  generally  associated  with  menstrual  dis- 
tarbance,  usually  cessation  of  the  menses.  '  It  has  followed 
ahasmia,  influenza,  the  exanthemata,  rheumatism,  syphilis, 
and  traumatism,  and  in  a  considerable  number  of  cases  it 
comes  on  apparently  without  any  cause.'  It  occurs  at  all 
ages — Osier  states  between  15  and  50  yeart,  Starr  reports  a 
case  at  the  age  of  14  months,  and  Gould  in  last  year's  Book 
of  Treatment  mentions  a  case  in  a  patient  aged  70  years. 

The  symptoms  are  now  pretty  accurately  defined,  and  arie 
80  well  known  and  readily  recognised  that  it  is  only  necessary 
to  mention  the  most  characteristic — viz.,  hypertrophy  of  the 
bones  of  the  hands,  feet  and  lower  part  of  the  extremities, 
with  thickening  of  subcutaneous  tissue ;  hypertrophy  of  the 
cranial  and  facial  bones,  and  sometimes  of  those  of  the  ver- 
tebrae and  thorax  3  kyphosis  of  the  upper  portion  of  the 
spine;  enlargement  of  the  nose,  lips  and  ears;  sometimes 
atrophy  of  the  optic  disc;  loss  of  sensation  of  smell  and 
taste ;  intellect  always  clear. 

The  pathology  of  acromegaly  is  still  obscure ;  the  enlarge- 
ment of  the  bones  is  simple  hypertrophy ;  what  the  hyper- 
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trophy  18  dae  to,  or  why  certain  bones  and  certain  parts  of 
other  bones  are  always  enlarged,  and  others  not  affected,  has 
not  yet  been  explained.  If  the  changes  are  doe  to  a  toxin, 
or  if  they  are  nearotic,  why  areceirtain^  tissues  more  affected 
than  others?  The  thyroid  gland  is  often  hypertrophied, 
seldom  atrophied,  and  the  thymms  sometimes  in  young  sub- 
jects hypertrophied.  The  pituitary  body  is  the  organ  most 
constantly  affected,  and  in  fully  90  per  cent,  it  is  found 
enlarged.  Dr.  Piercy  Fonmivall,  in  a  paper  read  last  year 
before  the  Pathological  Society  of  Tiondon,  gave  an  analysis 
of  34  necropsies.  Out  of  that  number  the  pituitary  body 
was  found  enlarged  and  affected  in  31  cases ;  in  the  remain- 
ing 3  cases,  although  it  was  diseased,  there  was  no  enlarge- 
ment ;  in  one  the  gland  was  the  seat  of  a  softened  adenoma, 
in  the  second  there  was  a  necrosis  with  softening,  and  in  the 
third  there  was  atrophy  with  fibrosis.  Of  the  31  enlarge- 
ments 5  were  simple  hypertrophies,.  5  adenomas,  4  sarcomas, 
3  tumours  not  specified,  2  tumours  containing  fluid,  1  a 
glioma,  &c.  From  this  it  will  be  seen  that  the  changes  in 
the  gland  differ  widely,  and  are  such  as  are  commonly  met 
with  in  cases  of  lesions  of  this  body  not  clinically  associated 
with  acromegaly.  Hence  investigations  of  this  gland  have 
thrown  very  little  light  on  this  disease. 

The  diseases  acromegaly  is  likely  to  be  confounded  with 


1.  Myxoedema. 

2.  Osteitis  deformans  of  Paget. 

8.  Hypertrophic  pulmonary  osteo-arthropathy. 

The  thick,  heavy  lips  and  broad,  deformed  face  have  led  to 
confusion  with  the  first,  but  the  true  bony  enlargement 
instead  of  subcutaneous  thickening  and  the  free  perspiration 
readily  distinguishes  it ;  from  osteitis  deformans — in  which 
the  shafts  of  the  long  bones  and  the  bones  of  the  head  are 
chiefly  involved — by  the  hypertrophy  of  the  bones  of  the 
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hands,  feet  and  face ;  from  hypertrophic  pulmonary  osteo- 
arthropathy by  the  absence  of  any  pulmonary  trouble. 

The  disease  may  be  acute,  and  may  only  last  2  or  3  years ; 
it  may  be  chronic^  and  last  from  25  to  30  years;  or  it  may 
be  intermediate,  lasting  }(Ho  15  years.  The  treatment  up  to 
the  present  has  been  unsatisfactory,  and  will  remain  so  until 
something  more  definite  is  known  of  its  cause.  Temporary 
improvement  has  been  reported  from  pituitary  extract,  from 
thyroid  extract,  and  from  such  tonics  as  arsenic,  iron,  &c. 
As  yet  no  drug. or  extract  has  been  found  to  have  any  specific 
effect.  One  attempt  was  made  to  remove  the  pituitary  body 
by  surgical  means,  which  resulted  in  failurcr.* 

Case. — £.  D^aged  nineteen  years,  was  admitted  ito  Jervis-street 
Hoepital  on  29th  November,  1897.  Both  ber  parents  are  living 
and  stning  and  bealthy.  She  has  six  brothers  and  one  sister,  all  in 
good  health.  One  sister  died  after  an  operation  for  a  diseased 
knee-joint,  probably  tubercular.  She  herself  enjoyed  good  health 
on  til  she  was  fifteen  years  old,  when  she  had  a  severe  attack  of 
inflaenza.  From  this  she  recovered  without  any  complicationp  and 
shortly  afterwards  her  menses  appeared  and  continued  regular  for 
two  years.  They  then  stopped,  and  have  not  since  appeared.  At 
that  time  she  was  suffering  from  anaBroia,  but  the  anasmia  disap- 
peared under  treatment  after  a  short  time.  Some  twelve  months 
ago  she  felt  an  uneasiness — ^not  actual  pain — in  both  her  hands 
and  feet,  and  noticed  that  they  seemed  slightly  larger  than  usual. 
Suice  that  time  the  enlargement  has  been  getting  more  pronounced, 
and  has  extended  to  the  wrist  and  ankle-joints  and  lower  part  of 
the  extremities.  She  has  also  noticed  her  voice  getting  thicker 
and  for  the  past  three  months  her  spine  becoming  curved.  Her 
appetite  throughout  has  remained  gooJ,  and  she  considers  herself 
in  average  health. 

Her  condition  on  admission  was  as  follows: — ^Medium  height, 
well  nourished,  dark  complexion,  with  rather  an  apathetic  aspect 
and  well-marked  spinal  curvature.  The  bones  of  the  lower  thiid 
of  the  forearms,  wrist-joints  and  hands  were  enlarged,  the  skiu 
and  subcutaneous  tissue  thickened,  the  nails  broad,  smooth  and 
convex.  The  lower  half  of  the  tibia  and  fibula  very  much  hjper- 
trophied,  particularly  about  three  inches  above  the  ankle-joint; 
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the  bonea  of  the  feet  are  hIho  enlaFged.  The  kyphosis. ij-p^f^icn-; 
larlj  prominent  in  the  dorsal  region.  The  bones  of  the  head  wnd 
face  are  slightly  enlarged,  and  the  nose,  lips  and  ears  are  consider- 
ably increased  in  size.  The  horizontal  position  of  the  inferior 
maxillary  bone  is  not  as  nsnal  very  prominent.  The  tongue  and 
eyebrows  are  apparently  normal.  The  thyroid  gland  is,  if  anything, 
decreased  in  size,  and  no  enlargement  of  the  thymus  can  be  made 


ont.  The  heart,  lungs  and  abdominal  viscera  are  healthy  iind 
normal.  There  is  no  loss  of  sensation  of  taste  or  emelL  There 
has  been  no  eleratinn  of  temperature,  and  the  skin  a«ts  excessively. 
The  urine,  on  examination,  was  found  loaded  with  urates;  sp.  gr. 
1025 ;  no  trace  of  albumen  or  sugar.  Her  eyes  have  been  tested 
and  found  praclically  normal ;  no  disease  at  fundus.  The  uterus 
and  cervix  are  small — in  fact,  infantile ;  the  ovaries  and  tubes  are 
normal;  the  labia  minora  and  majora,  also  the  mammary  glands, 
are  badly  developed. 

Since  her  admission  to  hospital,  on  several  occasions  she  com- 
plained of  headache,  lassitude,  pains  in  extremities,  wiih  a  feeling 
of  swelling  lu  them,  no  pyrexia,  and  felt  so  ill  that  she  was  obliged 
to  remain  in  bed.  The  headache  and  pains  passed  away  in  two  or 
three  days,  but  the  swelling  in  the  extremities  remained.  She 
affirms  this  is  how  the  enlargement  takes  place,  not  slowly  and 
imperceptibly.  The  interval  between  the  attacks  may  be  two  or 
three  weeks,  and  dnring  that  time  she  seems  in  fair  health. 
Usually  in  the  evenings  there  is  considerable  cedema  about  the 
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luikle-joint.    She  has  been  taking  pituitary  extract  for  some  time 
DOW,  but  if  anything  her  condition  is  aggravated. 

The  poin^  of  interest  about  her  case  are^- 

1.  Short  duration,  coming  on  quickly,  and  coming  on 
without  4iny  cause. 

2.  The  l^nes  of  the  lower  part  of  the  extremities  are  more 
hypertrophied  than  those  of  the  hands  and  feet. 

3.'  The  atrophy  of  the  genital  organs  and  the  well-marked 
kyphoaiSi 

4.  No  great  defect  of  vision. 

5.  No  great  enlargement  of  the  bones  of  the  head  and 
face,  and  none  of  the  tongue  or  eyebrows. 

« 

Mr.  M'CAUSLiiND  asked  what  conditions  Dr.  Thompson  and 
Dr.  Bewley  considered  as  being  typical  of  this  disease.  Not  long 
ago  he  had  under  his  care  a  patient  with  a  large  cystic  tumour 
under  the  jaw,  which  was  removed.  The  patient  presented  certain 
conditions,  apparently  very  like  those  of  acromegaly.  There  was 
great  enlargement  of  the  hands,  feet,  head,  and  bones  of  face, 
hoarseneas  of  voice,  but  no  headaches  or  pains.  Eyes,  thyroid,  and 
nrine  normal*  Dr.  Thompson's  case  did  not  at  all  come  up  to  his 
ideas  of  what  acromegaly  should  be.  For  himself,  he  did  not  offer 
any  saggeation,  except  that  the  girl  might  be  suffering  from  some 
form  of  tuberculosis  or  rheumatism.  As  to  Dr.  Bewley's  ease,  be 
(Dr.  Bewlej)  seemed  to  think  that  the  fact  of  the  man  being  what 
was  commonly  termed  '^underHhot"  was  a  symptom  of  acromegaly. 

Dh.  Thompson,  in  reply,  thought  that  the  symptoms  described  by 
Mr.  M^Caufiland  would  fit  in  with  the  usual  symptoms  of  the 
disease.  He  did  not  say  that  kyphosis  waa  present  He  (Dr. 
Thompson)  did  not  think  it  was  tubercular  disease,  as  the  girl  had 
been  suffering  for  a  year  and  a  half,  and  some  symptoms  would 
have  developed.  He  did  not  think  it  was  rheumatism,  as  there 
would  likely  bftve  be^n  some  pyrexia  and  pain. 

Dr.  H.  T.  Bkwlet  said  it  was  reaUy  very  hard  to  say  what 
were  the  typical  signs  of  acromegaly.  The  symptoms  in  his  case 
fitted  in  with  the  usually-described  symptoms.  Marie,  however, 
mentioned  that  such  cases  were  not  acromegaly  unless  there  were 
eye  symptoma,.  which  were  absem  in  hi/9<jP^ef 


A  CASE  OP  CEREBRAL  ABSCESS. 
By  JOHN  J.  BURGESS,  P.RC.S,,  LR.aP. 

[BMd  in  the  Section  of  Medicine,  April  15, 189&] 

The  following  case  is  deserving  of  interest  from  the  fact 
that  such  an  extensive  lesion  of  the  membranes  and  cerebral 
cortex  presented  so  few  physical  signs  with  the  continuous 
prevalence  of  the  one  symptom  : — 

Ca8b.*-A.  D.,  aged  thirty-six,  of  intemperate  hahtts,  waa  ad- 
mitted as  destitute  to  the  North  Dublin  Union,  and  sent  to  a 
hospital  ward  suffering  from  persistent  headache. 

I  saw  him  about  three  months  before  his  death — a  year  and  nine 
months  after  his  admission — and  my  interest  was  attracted  by  the 
constant  presence  of  the  pain,  despite  all  treatment,  during  his  time 
in  hospital. 

It  was  with  some  difficulty  I  could  elicit  a  history.  When 
asked  a  question  he  would,  after  an  interval,  answer  in  a  few 
words,  which  effort  appeared  to  increase  his  distress;  then  to 
escape  further  worry  would  turn  over  and  feign  sleep. 

After  several  endeavours  the  history  may  be  summarised  as 
follows : — 

From  early  manhood  he  had  been  an  inveterate  drunkard.  When 
in  this  condition  he  was  quarrelsome,  and  on  at  least  two  occasions 
he  received  injuries  to  his  head,  which  had  the  effect  of  stunning 
him.  He  dates  the  beginning  of  the  headache  from  a  blow  from  a 
stick  on  the  right  side  of  his  skull,  causing  a  lacerated  wound,  from  * 
which  accident  he  never  recovered  sufficiently  to  resume  his  occu- 
pation, was  obliged  to  go  to  hospital,  and,  except  for  very  brief ' 
intervals  of  relief,  has  been  in  the  same  condition  ever  since.  '  I 
learned  from  the  attendants  that  lately  he  had  six  convulsive 
seizures,  the  spasms  being  left-sided. 

This  is  a  doubtful  point,  since  not  having  seen  him  in  a  At 
myself  I  should  be  dubious  of  the  ability  of  the  people  in  charge  of 
union  wards  to  recognise  unilateral  spasms.  He  was  able  to  get 
from  hb  bed  to  the  night  chair,  sometimes  assisted,  sometimes  not. 
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and  beyond  feeling  weakness  in  his  legs  had  no  paralysis  of  either 
extremity*  His  face  presented  a  dasky  pallor ;  his  skin  was  dry ; 
body  emaciated;  no  (edema;  temperature  subnormal — ^97. 

Pulse  of  low  tension,  full,  72-78 ;  heart-sounds  indistinct,  but 
free  from  murmur ;  impulse  in  5th  space  very  weak* 

He  had  cough,  evidently  pharyngeal,  with  stringy  mucus. 

Both  lungs  were  normal,  the  breathing  being  slow  and  super- 
ficiaL 

The  tcmgue  was  whitish^  without  marked  fur ;  there  had  been  no 
Tomiting;  bowels  constipated;  passed  about  50  oe«  urine  daily, 
sp.  g.  1*014,  containing  about  50  per  cent  albumen,  no  sugar. 

The  surface  of  his  body  was  hypereesthetic  all  over. 

The  pupils  were  slightly  dttated,  but  even,  and  4>arely  acted  to 
light 

Knee^erks. — ^The  leg  reflexes  acted  slightly,  but  were  soon  lost 
00  the  left  side  with  motion. 

The  headaches,  he  explained,  seemed  to  start  backwards  and 
forwards  from  his  right  temple  to  his  occiput,  and  then  from  orer 
the  entire  head ;  he  never  got  a  perfect  sleep— dosed  for  a  short 
time^  to  be  again  awakened  by  the  pain  or  any  noise  in  the  ward. 
Thus  he  spent  most  of  his  days  and  nights.  He  kept  his  'eyelids 
closed,  answered  questions  in  a  whining  tone,  after  an  interval, 
allowing  a  pause  between  each  word.     He  presented  no  liemiopsiu. 

I  regret  I  was  not  able  to  get  an  examination  of  his 
retinsB  by  a  specialist;  the  gentleman  who  promised  to 
come  was  unable  at  the  time  to  attend. 

However,  taking  the  symptoms  and  physical  signs  at 
this  time,  there  was  motor  weakness  of  the  left  leg.  With 
the  history  of  injury  of  the  right  side  of  head  and  alcoholism 
it  was  evident  that  I  had  something  more  than  .an  ursemic 
headache  to  deal  with. 

The  Jacksonian  epilepsy,  right  side  headache,  and 
paralysis  of  left  lower  extremity  pointed,  in  my  opinion, 
to  either  an  abscess  or  tumour  implicating  the  convolutions 
at  the  uppermost  part  of  the  Kolandic  sulcus.  Accordingly  I 
sent  for  the  man's  relatives,  and  told  them  I  conscientiously 
believed  that  the  one  chance  for  the  man's  hfe  was  an 
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operation.  To  this^nnluckilj,  they  would  not  agree,  and  to 
this  I  am  indebted  for  the  specimen  now  exhibited. 
The  autopsy  was  by  tlieir  wish  confined  to>  the  cianlum 
and  its  contents. 

The  external  surface  presented  two^  diepressions — one  in 
the  middle  line,  just  above  the  supra-orbital  ridges,  a  sharp 
depression  as  if  a  piece  oi  bone  had  been  chipped  away 
There  was,,  however,  no  scar  on  the  skin-covering,  and 
this,  toe  aught  I  know,  may  be  an  uncommon  but  non- 
traumatic condition. 

The  second  was  just  over  the  right  parietal  eminence, 
and  was  undoubtedly  traumatic ;  the  outer  table  was  bent 
in  over  a  space  about  the  size  of  a  shilling. 

On  liftimg  the  skull,  the  dujra  mater  was  not  adherent, 
except  in  the  vicinity  of  the  second  depression,  where  it 
was  adherent  and  thickened  over  a  space  about  three 
inches  square.  So  hardened  was  it  that  at  first  I  believed 
it  to>  be  a  tumour  underneath,  untii  careftdly  removing 
it  at  the  circumference  a  jet  of  greenish  pus  ahot  out. 

Over  the  whole  vertex  the  dura  mater  exhibits  great 
thickening,  and  is  completely  adhe^rent  to  the  cerebral 
cortex  for  about  one  and  a  half  inches  to  the  left  and  for 
three  inches  to  the  right  of  the  middle  line,  on  which  side 
the  thickening  is  much  more  marked. 

Transverse  sections  through  the  thickened  membranes 
and  subjiacent  cortex  revealed  a  cavity  containing,  in  the 
recent  state,  a  bright  greenish  pus.  This  collection  did 
not  extend  anteriorly  beyond  the  posterior  part  of  the 
ascending  parietal  convolution — f.«.,  encroached  slightly, 
if  at  all,  on  the  Bolandic  area,  being  about  an  inch  distant 
from  the  middle  line. 

As  the  site  of  this  fluid  was  traced  backwards — at  first 
situated  immediately  beneath  the  membranes — ^it  seemed 
to  burrow  somewhat  into  the  brain  substance;  and  in  the 
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occipital  lobe,  towards  its  termination,  was  roofed  in  by  a 
thin  layer  of  cerebral  cortex.  The  cavity  did  not  exceed 
an  inch. in  diameter  in  any  part  of  its  coarse,  becoming 
much  narrower  posteriorly. 

The  layers  of  membrane  enclosing  the  superior  longi- 
tudinal sinus  shared  in  the  general  thickening,  and, 
though  patent  antei^ioriy,  from  the  point  where  the  abscess 
seemed  to  originate  to  its  termination  in  the  lateral  sinus, 
its  lumen  becomes  completely  obliterated,  exhibiting  a 
condition  of  complete  thrombosis. 


Dk.  E.  H.  BBNKKir  thought  the  speetmeD  a  i«ry  remarkable 
and  Tery  rare  one  of  chronie  abscess  of  the-  brain,  esisting  and 
giving  sufficient  characteristic  symptoms  for  over  ti»w>  years* 
Probably  a  blood  clot  in  the  arachnoid  was  the  primarjk  lesion^  and 
suppuration  took  plaee  in  iti  He  thought  that  operative  inter* 
ference  would  have  had  a  bad  resuU  in  the  case. 

Dr.  Falkjnkb  asked  Dr.  Bennett  why  he  thought  that  opera- 
tive interference  would  liave  produced  a  more-rapid  fatal  result  ? 
He  himself  would  have  been  in.favour  of  surgical  interference. 

Db.  Knott  gave  a  caseof  cerebral  abscess  in  whicb  the distiiiiet 
symptoms  were  persistent  headache,  sleeplessness^  a  feeling  of 
being  miserable,  and  constipation.  These  symptoms  were  present 
for  months,  and  subsequently  the  usual  symptoms  of  lesion  m  base 
of  brain  developed,  and  patientdied  comatose.  Pbst'tnortem  showed 
the  base  of  brain  q^fiite  normal,. but  nearly  the  whole  of  one  cerebral 
hemisphere  was  excavated  by.  a  cerebral  abscess.  It  had  often 
occurred  to  him  that  a  good  many  of  the  misleading  factors  in 
regard  to  the  localisation  were  owing  to  the  faet  that  the  brain  is 
soft  and  partly  a  semi-flaid  substance,  and  would  partly  obey 
Pascal's  law  of  pressure,, causing  the  pressiire  to  extend  all  around. 

Dr.  J.  J.  BUROESS,  in  reply  to  Dr.  Vinny,  said  that  he  had 
believed  the  case  to  be  possibly  one  of  abscess  from  the  duration 
of  the  pain.  *  Tuberculosis  might  be  put  out  of  the  question. 
Another  reason  was  the  slow  cerebration  exhibited.  There  was 
distinct  loss  of  knee-jerk  on  the  left  side.  He  thought  the  Jack* 
sooian  epilepsy  and  continual  headache  justified  an  operation. 


LAEYNGEAL  ULCEEATION  IN  THE  ADVANCED 
STAGE  OF  TYPHOID  FEVEE. 

By  J.  MAGBB  FINNY,  M.D.  Duel.  ; 

FaMt-Flresident  of  the  Royal  College  of  PbyaioUiu  in  Ireland ; 
PfayBiomn  to  Sir  P»triok  Dan'e  HoepitaL 

[Bead  In  tbe  Seotkm  of  Medicine,  April  16, 1896.] 

Sir  George  Duffbt,  M.D.,  Ptes.  R.C.P.I.,  read  a  valuable 
and  exhaustive  paper  on  the  subject  of  laryngeal  complica* 
tion  in  typhoid  fever*  before  the  Boyal  Academy  of 
Medicine,  on  Jan.  28, 1898,  in  which  he  gave  the  details  of  a 
case  under  his  care,  which  had  ended  fatally  on  the  forty- 
fourth  day  of  his  illness  and  the  seventh  day  from  the 
accession  of  larjnigeal  symptoms. 

In  the  discussion  which  followed  the  reading  of  his 
paper,  I  made  a  short  reference,  from  memory,  to  a  similar 
case  which  had  occurred  under  my  care  at  Sir  Patrick 
Dun's  Hospital.  My  recollection  of  many  of  the  details 
was  at  fault,  as  two  years  had  elapsed  since  the  case  had 
been  under  treatment,  and  I  had  net  looked  up  the  notes 
of  it  in  the  meantime. 

I  now  present  an  abstract  of  the  case,  taken  from  the 
Hospital  Records  by  Dr.  Littledale,  House  Surgeon,  as  I 
beUeve  it  ynll  prove  an  instructive  additional  contribution 
to  the  literature  of  this  rare  and  dangerous  compUcation 
of  typhoid  fever. 

Case.— A.  J.,  a  Norwegian  smlor,  aged  about  twenty,  was 
admitted  to  hospital  on  November  4tfh,  1895.  He  could  give  no 
history  of  his  sickness,  being  unaUe  to  »peak  English,  but  com- 

*  Laryngeal  Keorosis  in  Typhoid  Fever.  Dahlin  Journal  of  Medioal 
Sciencei    Third  Series.    Na  OCCXV.,  p.  1S5. 
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pluned  chiefly  of  a  {mub  in^ibe  lower  pavt  of  his  abdomen.  He 
also  suffered  from  cough,  and  expectorated  some  thin,  Tiscid  sputum 
with  ropy  masses  of  mucus.  The  tongue  was  thickly  coated; 
bronchitio  r&les  all  over  t&e  chest  were  the  only  abnormal  sign, 
Ijiter  the  motions  were  of  a  typical  typhoid  nature,  and  the  spleen 
was  found  to  be  ealarged.    The  throat  also  looked  very  sore. 

From  this  time  on  the  fever,  Althoagh  somewhat  severe,  ran  An 
uneventful  course,  the  temperature  almost  touching  normal  in  21  days 
after  admission,  and  probably  the  25th  day  of  his  fever.  Towards 
the  end  of  the  time,  however,  the  patient  ^became  decidedly  iioarse^ 
and  compliuned  of  laryngeal  pain. 

On  the  night  of  the  25th  November,  abont  the  24th  day  of  tha 
disease,  the  huskiness  increased  to  .almost  aphonia,,  and  the  patient 
was  attacked  by  spasm  of  the  glottis  and  dyspnoea,  which  was 
temporarily  relieved  by  hot  applications.  A  consultation  was  held 
oil  his  case  on  the  following  morning,  and  it  was  decided  that 
tracheotomy  was  not  then  advisaUe,  but  that  evarything  should  be 
kept  in  readiness  in  case  of  necessity* 

This  necessity  occurred  on  December  4th,  when  the  dyspnoea 
was  so  great  that  my .  colleague,  Dr.  Taylor,  decided  to  perform 
tracheotomy  at  once ;  indeed,  so  urgent  were  ihe  symptoms  that 
in  spite  of  great  haste  the  patient's  breathing  stopped  while  he  was 
on  the  table,  and  artificial  respiration  had  to  be  resorted  to* 

For  two  days  the  fever  was^very  high,  but  dropped  below  normal 
00  the  third  day.  After  this  the  patient  had  a  good  recovery  from 
the  fever,  but  the  tube  could  not  be  permanently  removed,  attempts 
being  made  on  several  occasions^  but  without  success,  as  the  tube 
had  generally  to  be  replaced  within  a  few  hours. 

On  January  8rd»  1896,  Dc  B.  IL.Woods  examined  the  larynx  and 
found  a  yellow  ulcerating  patch  between  the  true  juid  false  vocal 
cords  on  the  left  side ;  and  again  on  March  8th,  when  he  advised 
dilatation  of  the  larynx. 

An  attempt  was  made  on  March  11th  to  do  this  by  Dr.  Taylor, 
which  was,  however,  unsuccessful,  as  the  patient  became  almost 
asphyxiated  in  the  attempt,  and  the  use  of  the  tracheotomy  tube 
had  to  be  continued.  Another  attempt  was  also  made  later  on 
to  cause  the  respiration  to  return  to  its  normal  path  by  gradually 
closing  the  opening,  but  also  without  success. 

When  the  patient  left  the  hospital  to  return  to  his  own  country, 
on  July  9th,  1896,  he  was  in  excellent  health,  but  still  continued 
the  use  of  the  tracheotomy  tubek 
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The  principal  points  of  scientific  and  clinical  interest 
illustrated  by  the  foregoing  ca^  are :  — 

1.  The  complication  occurred  in  a  young  man,  aged 
twenty,  thereby  conforming^  as  regards  this  SBtiological 
factor,  with  the  majority  of  published  cases. 
^  2.  The  pharynx  and  larynx  as  well  as  the  mucous  mem- 
brane of  the  bronchial  tubes  were  inflamed  from  an  early 
stage  of  the  fever,  as  evidenced  by  cough  and  expectora- 
tion of  ropy  mucus ;  and  when  the  bronchial  catarrh  sub- 
sided the  laryngeal  complication  became  more  pronounced. 

3.  The  laryngeal  symptoms  became  urgent  after  tha 
primary  fever*  had  abated. 

4.  Operative  interference  became  suddenly  imperative 
tea  days  later,  suggesting^as  a  hint  for  future  practice  in 
similar  cases,  the  advisableness  of  (a)  having  every  arrange^ 
ment  made  for  imniediate  tracheotomy  when  the  necessity 
should  arise ;  or  (i)  having  the  tracheal  tube  inserted  before 
the  urgency  arose,  as  soon  as  the  symptoms  and  signs  clearly 
demcHistrate  the  pvesence  of  this  grave  comphcatioo. 

5.  The  presence  of  an  ulcer,  posteriorly  between  the 
vocal  cords  which  ended  in  cicatricial  stenosis. 

,  6L  The  absolute  nature  of.  the  closure,  sa*  that  the 
tracheal  tube  could  never  be  dispensed  with  afterwards, 
and  the  failure  to^use  inAubatioi^  or  dilatatiQn.olth6  con- 
stficted  larynx. 
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SOME    REMARKS    ON    TYPHOID    FEVER. 

Bt  henry  C.  DRURY,  M.D.,  F.R.C.P.I. ; 

Assistant  PhysioUn,  Sir  Patrick  Dan's  Hospital ; 
Temporary  Phyaician,  Ck>rk-gtreet  Fever  Hospital. 

[Bead  in  the  Section  of  Uediciae,  April  15,  1898.] 

It  sometimee  seems  to  me  that  we  seek  too  much  for 
out-of-the-way  cases  aud  rare  conditions  for  the  subject- 
matter  of  our  discussions  here,  whereas  the  material  lying 
at  hand  to  everyone  might  prove  more  useful,  not  only  to 
the  person  who  made  a  thoughtful  study  of  it,  but  also  to 
the  more  general  body  of  practitioners  and  patients.  Con- 
sequently, though  it  may  be  said  of  typhoid  fever  as  of 
other  things,  "  There  is  nothing  new  under  the  sun,"  still 
it  will  be  admitted  there  are  many  things  to  learn.  Since 
the  publication  of  Murchison^s  magnificent  monograph  on 
the  continued  fevers  in  1862,  little  really  new,  and  at  the 
same  time  helpful,  has  been  added  to  our  knowledge  of 
the  subject,  with  the  exception  of  the  isolation  of  £berth*s 
bacillus  in  1880. 

*•  Widal's  reaction,"  as  a  means  of  certain  and  scientific 
diagnosis,  promised  an  important  advance  to  our  know- 
ledge. The  promise  may  yet  be  fulfilled,  but  it  would  be 
premature  to  say  that  it  has  been.  No  sufficiently  exhaus- 
tive investigation,  extending  over  a  large  number  of  cases 
of  difierent  diseases,  and  checked  by  autopsy — that  wrecker 
of  diagnoses — has  yet  been  applied  to  the  subject. 

The  most  important  communication  on  this  <][ue£ition 
that  I  am  aware  of  is  that  of  Drs.  Colville  and  Donnan,  of 
Belfast,  published  in  the  BriL  Med,  Journaty  Oct.  16,  1897. 
They  tabulate  the  results  of  the  examination  of  132  cases, 
by  Widal*s  serum  test  for  typhoid  fever.    The  results  are 
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encouraging  as  far  as  they  go,  but  the  number  is  far  too 
small  from  which  to  draw  important  and  far-reaching  con- 
clusions. The  cases  winch  clinically  ran  a  typhoid  course 
numbered  105;  of  these  84  gave  a  complete  reaction.  111 
an  incomplete  reaction,  and  2  no  reax;ti6n  at  all.  Only  27 
clinically  doubtful  oases  were  tested,  and  of  these  only  one 
gave  the  reaction,  and  it  was  a  case  of  typhoid  fever.  In 
only  one-^ase  was  an  »uiopsy  performed^  and  it  proved  to 
be  a  case  of  general  tuberculosis,  but  had  not  reacted  to 
the  test. 

To  make  such  an  investigation.of  reafuse^  much  larger 
proportion  of  clinically  doubtful  cases  should  be  examined. 
Let  us  suppose  onry.four  classes  of  cases  to  be  examined — 
viz.,  typhoid  fever  itself,  meningitis,  tuberculosis,  and  ill- 
deffned  or  simple  fever.  If  the  above-  132  examinations 
were  divided  amongst  these  four  it  would  only  allow  33 
for  each — a  number  whichi  it  will  be  allowed,  is  much 
too  small,  though  the  total  of  132  liepresents  no  mean 
amount  of  time,  work,  and  trouble. 

Again,  it  is  necessary  that  a  larg^  number  o^  post-mortem 
examinations  should  be  made  of  cases  of  all  kinds  that 
have  been  subjected  to  the  test  reaction.  For  this  it  would 
be  necessary  to  make  an  autopsy  in  every  case  of  death, 
and  unfortunately  our  power  to  do  this  is  so  hampered  by 
prejudice  against  such  a  real  means  of  increasing  our 
knowledge,  that  I  fear  it  must  be  left  to  some  less  free 
country  than  ours  to  carry  out  the  investigation. 

Drs.  Colville  and  Donnan  say,  *•  Surely  a  method  which 
has  proved  in  this  instance  to  be  correct  in  over  98  per 
cent,  of  cases,  must  undoubtedly  have  a  very  solid  founda- 
tion." I  say  it  is  that  very  2  per  cent,  we  are  anxious 
about.  With  dogged  Northern  perseverance,  which  we 
all  admire,  the  splendid  buildings  of  Belfast  have  been 
reared  on  30-foot  piles  driven  into  the  mud.    Would  those 
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foundations  be  described  as  **  very  solid  "  if  2  per  cent,  of 
the  piles  were  omitted — especially  if  it  was  at  the  oorners 
that  the  omissioii  oco«irred  ?  It  is  the  **  comers  '*  we  want 
to  be  sure  about  in>  our  diagnoses.  Practising- physicians, 
to  make  use  of  the  test,  will  only  want  it  in  doubtful  cases, 
amd  aftev  it  is  made  it  will  not  do  to  ask  ourselves,  '*  Is  this 
one  of  the  2  per  cent,  t" 

I  do  not  wiiA  to  dieq^rage  in  the  least  what  has  been, 
done,  what  I  would  be  pro«d  to  have  done  myself,  but  I 
can  consider  it  only  a  step.  Unless  an  enthusiast,  inde- 
pendent of  his  profession,  turns  up  we  can  do  little  under 
present  circtunstances.  Consider,  what  woidd  be  required. 
It  would  be  neeessary,  in*  order  to  get  sufficient  cases,  that 
he  should  have  the  run  of  every  hospital  in  Dublin,  and 
therefore  the  co-operation  of  every  physici€kn  connected 
therewith ;.  that  every  tested^case  which  died  should  have 
the  cause  of  death  verified  by  post-mortem  examination ; 
and,  in  addition  to  all  this,  a  well-equipped  laboratory  and 
unlimited  time  at  his  disposal. 

In  the  British  Medical  Journal  Epitomi,  Nov.  13,  1897^ 
there  is  notice  of  an  important  avtiole  by  Widal  and  Sicard 
reviewing  the  state  of  our  knowledge  on  this  subject,  and 
their  own  conclusions  based  on  the  study  of  163  cases. 
The  conclusions  are,  on  the  whole,  ^od. 

The  latest  novelty  has  been  in  the  line  of  treatment,  as 
it  not  infrequently  is.  But  in  this  instance  the  novelty 
opens  up  a  wide  field  for  reseavcb  and  experiment  which 
may  carry  us  many  steps  int  advance  of  anything  before. 
1  refer  to  the  antitoxin  or  serum  treatment.  It  may  be 
that  here  we  have  touched  the  penumbra  of  that  shadow 
which  will  eclipse  all  other  forms  of  treatment,  not  only 
in  this  but  in  many  other  varieties  of  disease.  I  believe 
we  have  not  only  touched  it,  but  have  already  entered  it. 
Ab  yet,  however,  it  is  too  hazy  to  make  any  calculations 
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irom  it ;  but  I  believe  we  are  on  the  eve  of  such  discoVeTied 
in  the  treatment  of  specific  diseases  as-  will  do  much  to 
remove  the  stigma  that  rests  upon  our  profession — that  in 
most  cases  our  function  is  to  watch  the  uncontrolled  course 
of  disease,  endeavour  to  prevent  complications,  and  treat 
them  when  they  arise.  Though  this  change  will  not  come 
upon  us  with  the  swift  surprise  that  Listerism  came  upon 
the  surgical  world,  it  will  be  looked  back  to  by  future 
generations  as  an  epoch  in  medicine,  Just  as  Lister's  enun- 
ciations mark  an  epoch  in  surgery.  All  honour  to  the 
great  crowd  of  workers  in  this  grand  field  of  research,  but 
in  the  niunber  of  men,  the  number  of  names  applied  to  the 
method,  and  the  niunber  of  years  it  is  taking  to  thoroughly 
unravel  the  intricacies  of  the  subject,  it  seems  to  me  the 
tendency  is  to  forget  the  master  mind  who  first  conceived 
that  the  tangled  skein  had  an  end,  and  quietly  and  dili- 
gently sought  for  it  until  he  found  it,  hidden  though  it 
was  in  ignorance,  prejudice,  and  doubt.  As  Prof.  Richet 
said  at  the  last  meeting  of  the  British  Medical  Association^ 
serum  therapeutics  are  **a  direct  consequence  of  the  labours 
of  Pasteur."*  What  more  suitable  title  for  the  method 
that  he  inaugurated  could  be  applied  to  it  than  one  derived 
£rom  that  great  name  ? 

As  yet  the  serum  treatment  of  typhoid  fever  has  been 
but  little  tested.  That  universal  provider  for  all  bountiful 
prescribers,  the  firm  of  Burroughs,  Wellcome  &  Co.,  has, 
with  praiseworthy  business  promptitude,  supplied  an  anti- 
typhoid serum.  Of  course  we  know  nothing  about  its  mode 
of  preparation.  Some  -seven  cases  have  been  reported  in 
the  BritUh  Medical  Journal^  up  to  the  end  of  1897,  in  which 
anti-typhoid  serum  was  used ;  t^at  supplied  by  the  above- 

•  British.  Medical  Jonnial,  Sept.  (18, 1897. 

^  British;  Medical  /oarnal— Jan.  9^,  1897|  p.  259,  4  oases,  Dr.  Pope  ; 
Feb.  27, 1897,  p.  518,  1  case.  Dr.  Cooper;  April  17, 1897,  p.  970, 1  case. 
Dr.  Steele ;  Jaly  10, 1897,  p.  81, 1  case,  Dr.  Hewlett. 
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named  firm  was  the  preparation  used  in  all.  In  all  the 
eases  there  appeared  to  be  marked  improvement,  and 
finally,  recoverv  after  its  use. 

If  this  line  of  treatment  should,  in  the  future,  yield  such 
results  as  to  demand  its  universal  practice,  it  will  be 
another  bright  jewel  in  the  diadem  of  science. 

Science  cannot  stand  still,  and  amongst  her  workera  our 
countryman,  Prof.  A.  R.  Wright,  is  working  hard  at  the 
setting  for  another  and  brighter  jewel,  since  prevention  is 
better  thian  cure. 

In  the  Lancet  of  Sept.  19,  1896,  he  described  in  detail  a 
method  for  the  preparation  of  a  substance  for  vaccination 
against  typhoid  fever.  He  was  the  first  to  introduce  it 
and  the  first  to  practise  it.'  He  has  been  working  at  it 
earnestly  since,  and  quite  lately  vaccinated  a  batch  of  men 
at  Netley  who  were  going  to  India,**  where  typhoid  fever 
is  rife  and  where  it  claims  a  fatal  power  over  the  larger 
number  of  its  European  victims. 

These  are  the  newer  lines  in  which  science  is  now  leading 
118.  We,  as  practising  physicians,  must  wait  till  the  tools 
are  fashioned  to  our  hands  by  the  workers  in  the  laboratory'. 
There  is  no  reason,  however,  why  we  should  not  endeavour 
to  help,  and  it  seems  to  me  that  those  who  hold  important 
positions  in  our  public  hospitals  might,  without  any  great 
outlay  of  time  or  money,  help  greatly  by  systematically 
experimenting,  observing,  tabulating,  and  then  reporting 
results. 

Thinking  back  on  the  older  methods,  there  are  very 
many  subjects,  any  one  of  which  might  be  made  the 
subject-matter  of  an  instructive  discussion  here.  I  will 
refer  in  the  most  general  manner  to  two  or  three,  avoiding 
particulars  as  far  as  possible. 

*  Vide  British  Medical  Journal,  Jan.  30,  1897. 
^  British  Medical  Joarnal,  Oct.  9,  1897. 
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It  often  happens  that  when  certain  lines  of  treatment 
are  introduced  or  advocated  by  leading  men,  these  lines 
are  taken  up  by  all  or  sundry  as  hobbies,  and  ridden  to 
death.  Thus  with  the  depressant  treatment  of  old ;  it  went 
to  such  extremes  that  doubtless  many  were  bled,  starved, 
or  depressed  to  death.  Naturally  with  the  introduction  of 
the  nutritive  and  stimulant  treatment,  the  pendiUum  swung 
off  to  the  opposite  extreme,  and  many  victims  gave  up  the 
struggle  for  life,  gorged  or  intoxicated.  Then  the  stand-off' 
treatment  "took  on,"  and  men  thought  Avith  awe  of  the  ulce- 
rated bowel  seen  at  the  last  pathological  gathering.  They 
looked  upon  the  mildest  purgative  as  tlie  deadliest  poison. 

Then  master  minds  pointed  out  the  value  of  removing 
imdigested  and  putrefyin*:^  material  from  the  bowel  by  a 
dose  of  calomel.  This  was  found  harmless,  so  "  Eureka !  '* 
calomel  became  the  fashion,  and  was  to  disinfect  the  whole 
gastro-intestinal  tract,  and  so  cure  typhoid  like  a  charm. 
Thus  the  hobby  romped  as  before. 

Every  one  of  these  began  well,  contained  germs  of 
truth  and  good  treatment,  but  when  taken  up  by  unthink- 
ing minds  became  mere  hobbies,  and  so  their  grotesqueness 
laughed  them  out  of  court — carrying  tlie  good  with  them. 

For  example — the  pendulum  has  swung  back  again 
to-day  with  many,  and  they  dread,  and  so  avoid  anything 
in  the  nature  of  a  purgative  in  typhoid  fever.  Murchison 
was  not  so  timid.  He  savs  : — "  It  does  not  follow,  however, 
that  no  interference  is  justifiable  when  the  bowels  are 
constipated.  When  there  is  constipation  at  the  commence- 
ment of  the  attack  it  is  well  to  commence  the  treatment 
by  a  small  dose  of  castor  oil,  or  of  rhubarb  in  peppermint 
water.  When  the  bowels  are  confined  at  a  later  stage  I 
am  in  the  habit  of  prescribing  every  second  or  third  day 
one  or  two  teaspoonfuls  of  castor  oil,  or  a  simple  enema." 

This  I  believe  to  be  sound  practice,  though  not  common 
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practice.  It  is,  however,  followed  out  at  Cork-street 
Hospital  at  the  present  time.  There,  unless  the  evacua- 
tious  are  moderate  in  amount,  and  of  normal  typhoid 
appearance,  the  patient  is  given  the  day  after  admission 
1  or  2  drachms  of  castor  oil,  or  2  grs.  of  calomel.  Either  in 
this  small  dose  acts  quietly,  but  efficiently ;  the  dejecta  are 
Inrther  examined,  and  if  solid  matter  or  undigested  curd, 
&c.,  are  still  passed  the  dose  is  repeated.  Constipation 
also  is  treated  in  a  similar  manner,  allowing  only  one  day 

to  elapse  without  a  motion.     Thus,  at  any  stage  of  the 

« 

ilisease  Si-  of  castor  oil,  or  2  grs.  of  calomel  are  given 
if  indicated,  without  fearing  any  ill  effect  whatever, 
whether  of  haemorrhage,  perforation,  or  diarrhoea.  There 
is  no  routine  in  this,  judgment  is  used  in  each  case,  and  in 
each  act  of  prescribing.  It  is  routine  that  kills  many  a 
good  practice. 

Another  important  consideration  is — the  time  to  com- 
mence solid  food.  I  know  from  experience  that  veiy  various 
ideas  are  held  on  this  subject,  indeed  some  people  seem  to 
have  no  ideas  on  it  at  all,  or  at  least  follow  no  rule, or 
coiii-sc  of  practice  in  connection  with  it.  Murchison  m 
very  vague  on  the  question.  He  says,  "  Diet  must  be  at 
fii-st  restricted  to  such  articles  as  milk,  eggs,  farinacea, 
custards,  light  puddings,  beef-tea,  chicken  tea,  calves'-foot 
jelly.  Meat  must  not  be  allowed  for  at  least  seven  days 
after  the  cessation  of  pyrexia."  Therefore,  sometimo 
within  the  fii'st  seven  days  of  apyrexia  he  allowed  eggv; 
and  farinacea. 

4 

In  Cork-street,  where  there  is  a  great  field  for  observation, 
and  where  the  experience  of  years  has  been  condensed,  the 
jialientsare  given  a  very  small  quantity  of  solid  food — viz., 
bread-crumb  or  plain  arrowroot  biscuit  about  the  third  or 
fourth  day  of  apyrexia.  The  temperature  is  carefully 
watched,  and   if  there  is  any  rise  that  evening,  or  the 
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next  morning,  the  food  is  discontinued,  and  a  dose  of  oil 
or  calomel  is  given  immediately.  In  nine  cases  out  of  ten 
the  temperature  falls  that  evening  or  the  following  morning, 
and  after  two  or  three  more  days  food  is  again  given 
without  bad  result.  It  is  very  seldom  that  a  rise  of 
temperature  occurs  after  food  given  on  the  third  or  fourth 
day.  As  a  general  rule  the  amount  of  solids  given  is 
gradually  increased  daily.  Anything  of  the  nature  of  a 
true  relapse  is  extremely  rare.  I  really  believe  this  to  be 
due  to  the  prompt  clearing  out  of  the  bowel  on  the  first 
appearance  of  a  lise  of  temperature.  I  may  be  criticised 
for  appearing  to  lay  so  much  stress  on  a  rise  of  temperature. 
Of  the  number  of  degrees  it  rises  I  pay  but  little  heed  ;  I 
look  on  it  only  as  an  indication — the  earliest  and  most 
delicate,  I  believe — that  something  is  wrong,  and  we  must 
be  "  on  guard." 

On  one  occasion  a  patient  who  had  very  severe  illness 
was  surreptitiously  given  by  another  patient  a  large  slice 
of  bread  and  butter.  That  night  the  temperature  ran  up 
to  104'';  iu  the  morning  the  culprit  confessed.  A  dose  of 
oil  was  given,  repeated  each  morning,  and  by  the  third  or 
fourth  day  the  temperature  was  normal,  and  remained  so- 
I  could  multiply  such  cases.  We  cannot  lay  down  hard 
and  fast  rules  on  this  subject.  I  have  seen  food  given  ou 
the  second  day  of  apyrexia  without  bad  effect,  and  again 
hvae  seen  a  regular  relapse  follow  the  first  ingestion  of  solid 
food  on  the  seventh  day.  Indeed,  who  has  not  seen  a 
relapse  where  solid  food  had  not  been  taken  at  all  ? 

In  private  practice  I  think  it  better  to  be  on  the  safer 
side,  and  leave  the  larger  interval  between  fever  and  food. 
Here  everything  is  so  anxiously  watched  and  discujjsed  by 
over-anxious  friends  that  any  elevation  of  temperature  or 
stopping  of  food  once  given  creates  such  a  scare  that 
great  harm  is  done  and  great  blame   incurred.     But   in 
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hospital  practice  we  have  a  freer  haud — time  is  precioiu' ; 

the   difference    between  three    and   seven   or   ten   dava 

abstinence  from  solid  food  is  a  great  one  for  the  yearning 

patient,  and  is  great  too  in  speeding  or  retarding  the 

restoration  of  strength ;    the   bed  is  needed  for  another 

patient ;  the  patient  is  sorely  needed  back  to  his  or  her 

family — and  every  day  we  can  gain  is  thus  important.     I 

can  well  understand  divereity  of  opinion  on  this  point.     I 

lav  down  no  law,  I  advise  no  routine  short  cut  to  conva- 

lescence  ;  but  I  say  we  must  be  guided  by  circumstances 

ai?d  by  individuals.     I  have  heard  years  ago  the  hard  «tnd 

fast  rule  laid  down,  "Never  give  solid  food  till  the  tenth  day 

of  apyrexia.'*     In  some  cases  this  may  be  necessary,  but  in 

many  cases  it  would  amount  to  unnecessary  cnielty. 

The  last  subject  to  which  I  will  refer  is  the  somewhat 
strange  one  of  the  use  of  the  bed-pan.  It  seems  to  be 
almost  an  article  of  faith  that  as  soon  as  a  patient  is  pro- 
nounced in  typhoid  fever  he  must  use  a  bed-pan  for  the 
rest  of  his  illness.  AH  Murchison  says  about  it  is  this,  he 
refers  you  back  to  typhus  fever,  and  there  says— *' After 
the  first  week  in  severe  cases  they  ought  to  be  provided 
^vith  a  bed-pan,  and  on  no  account  to  get  out  of  bed." 
This  comes  into  a  section  commencing — *'  Steps  must  be 
taken  to  prevent  the  patient  exhausting  his  muscular  and 
nervous  power."  I  presume,  therefore,  that  is  the  object 
of  the  bed-pan  in  typhus,  but  he  makes  no  mention  of  it 
in  enteric,  therefore  it  is  not  clear  whether  he  recommended 
its  use  to  preserve  muscular  ajid  nervous  power,  or  to 
guard  against  the  danger  of  perforation  or  hasmorrhage — 
probably  he  had  all  these  objects  in  view. 

There  is  no  doubt  that  to  many  people  the  use  of  the  bed- 
pan is  exceedingly  irksome.  I  believe  that  to  nearly  every- 
one it  is  so  at  first.  Some  find  the  greatest  difficulty  in 
making  use  of  it,  and  except  in  the  case  of  *'  needs  must " 
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cannot  or  will  not  do  so.  I  remember  one  doctor  that  I 
attended  who,  tliongh  he  had  not  enteric,  had  diarrhoea  and 
such  extreme  weakness  that  we  feared  his  sitting  up.  We 
tried  by  every  art  and  persuasion  to  get  him  to  use  the  bed- 
pan; he  did  try  a  few  times,  but,  after  that,  persuasion  was 
useless ;  he  would  always  get  out  of  bed  to  the  night-chair 
as  long  as  he  had  strength  to  do  so. 

A  doctor  who  was  ill  with  fever  in  Cork-street  Hospital 
had  a  similar  experience,  and  so  hated  and  dreaded  the  trials 
he  made  to  use  the  bfed-pan  that  he  raved  about  it  when  lie 
became  delirious,  and  always  insisted  on  getting  up  to  the 
niffht-chair. 

It  will  surprise  many  here  to  learn  that  the  bed-pan  is 
seldom  used,  even  in  typhoid  fever,  in  Cork-street  Hospital. 
There  is  a  night-chair  beside  every  bed,  and  as  long  as  the 
patient  is  able  to  get  up  to  this  he  is  allowed  to  do  so.  The 
nurse  gives  him  assistance  and  covers  him  up.  Only  when 
unable  to  get  out  of  bed  is  the  bed-pan  used  ;  then  it  is  foun<l 
in  many  cases  to  be  unnecessary,  as  by  that  time  the  patient 
generally  passes  all  evacuations  unconsciously. 

The  arguments  in  favour  of  the  unusual  practice  are : — 

1.  Less  annoyance  to  the  patient. 

2.  More  complete  evacuation  of  the  bowel,  and  therefore 
less  frequent  disturbance. 

3.  The  more  natural  position  causes  less  straining,  and 
therefore  really  less  risk  of  either  haemorrhage  or  perforation. 

A  weak  patient  cannot  fall  off  the  chair  on  account  of 
the  strong  high  arms,  which  give  him  comfortable  support 
while  he  sitss. 

It  will,  of  course,  be  objected  that  this  is  a  ready  way  of 
courrinoc  disaster,  either  by  lucmorrhage,  perforation,  or 
syncope.     I  can  only  say  that  we  do  not  find  it  to  be  so. 

I  liave  looked  up  the  bed  cards  of  all  cases  admitted  during  a 
period  of  five  months.     During  that  time    1)2    cases   were 
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treated,   0  of  whom  died.     Of  the  83  that  recovered  not 
one  had  either  haemorrhage  or  perforation.     Of  tliose  wlio 
died : — 
No.  I.  was  ill  20  days  before  admission  ;  had  hsemorrhage 

the  day  after  admission;  died  15  days  after. 
No.  II.  was  ill  8  days  before  admission  ;  developed  double 

pneumonia ;  died  9  days  after  admission. 
No.  III.  ill  14  days  before  admission ;  died  within  26  hours 

with  double  pneumonia. 
No.  IV.  ill  9  days  before  admission ;  <lied  10  days  after, 
due  to  general  severity  of   disease    without  special 
complication. 
No.  V.  ill  8  days  before  admission;  died  4  weeks  after; 
had  constant  high  temperature  with  pulmonary  com- 
plications. 
No.  VI.  ill  7  days  before  admission  ;  died  3  weeks  after; 
had   very    high    temperature,    insomnia,     pulmonary 
complications,  gradual  cardiac  failure. 
No.  VII.  six  days  ill,  at  least,  before  admission;  died  10  days 
after   from   pulmonary   complications    and    gradual 
cardiac  failure. 
No.  VIII.  one  month  ill  before  admission  ;  died  6  da3*s  after 

from  gradual  cardiac  failure. 

No.  IX.  ten  days  ill  before  admission  ;  died  1 1  days  after, 

having  prof  iise  diarrhoea  and  pulmonary  complications. 

I  would  apologise  for  giving  the  particulars  of  only  five 

months*  cases.     They  were  consecutive  months,  not  specially 

selected.     As  I  had  to  search  through  all  the  bed  cards  for 

these  particulars,  and  as  the  daily  average  number  of  cases 

in  the  house  was  about  180,  it  was  no  small  labour  going 

through  all  the  cards  of  five  months,  it  being  remembered,  alto 

that  Cork-street  is  not  a  very  convenient  place  to  get  at  for  a 

spare  hour.     I   hope,   therefore,   that  you   will  accept  the 

examination  of  these  92  cases  as  bearing  out  what  I  say — that 
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haemorrhage,  perforation,  and  syncope  are  very  rare  compli- 
cations with  us. 

In  further  support  of  the  general  treatment  of  typhoid  at 
Cork-street  Hospitsil  I  would  mention  that  at  the  London 
Fever  Hospital  from  1848-1870  the  mortality  was  17*26 
per  cent.  From  1871  to  1882,  after  the  exclusion  of  pauper 
patients,  tlie  death-rate  was  15"9  per  cent.;  at  Cork-street 
Hospital,  from  1871  to  1890,  the  death-rate  Was  8-G  per 
cent.,  only  half  the  mortality  of  the  London  Fever  Hospital.* 
.  In  1894  -  260  admitted  with  20  deaths. 
'    „  1895     -     105  „  9 

„  1896     -     106  „  8 

„  18W     -    260  „        29 

So  that  the  mortality  with  us  still  remains  low. 

There  is  no  wish  to  dof^matise  as  to  the  best  methods  or 
results,  but  simply  the  desire  to  have  them  discussed  by  those 
with  more  wisdom  and  greater  experience.  I  claim  nothing 
in  the  least  original  in  the  foregoing  remarks;  they  give 
simply  the  result  of  experience  gained  by  observation  of  the 
methods  and  results  of  an  institution  with  a  very  honourable 
record ;  but  I  would  pay  a  tribute  to  the  real  head  of  that 
institution,  Dr.  J.  Marshall  Day,  the  Resident  Physician, 
who  makes  that  record  honourable.  Nor  have  his  fourteen 
years  of  service  begotten  one  suspicion  of  routine  to  dull  the 
edge  of  his  zeal,  observation^ industry  and  care,  which  have 
made  Cork-street  Hospital  a  favourite  resort  of  our  Dublin 
poor  in  their  bitter  hour  of  sickness. 


Dr.  Littledale  had  some  experience  with  the  Widal  reaction, 
having  tested  51  eases  of  fever  more  or  less  in  routine  in  Sir  P. 
Dnn'«  Hospital.  A  case  was  sent  in  as  scarlatina,  without  any 
rash,  but  with  sore  throat ;  Widal  reaction  absolute,  all  the  bacilli 
immediately  going  into  clumps.     He  used  nine  drops  of  serum  and 

■  Dr.  J.  W.  Moore.    Eruptive  and  Continued  Fevers. 
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one  of  blood.     In  another  case  the  diagnosis  between  typhoid  and 
ncate  tuberculosis   had  to   be   made.     AVidal   test  showed   some 
clumping  and  faint  diminution  of  motion  ;  but  even  after  20  hours 
there  was  plenty  of  movement  across  the  field.     He  gave  another 
case  where,  on  the  seventh  day  of  illness,  the  temperature  dropped 
from  103''  to  97°,  where  it  remained.     There  were  absolutely  no 
signs  of  pneumonia ;  but  the  case  gave  the  diazo  reaction,  and  a 
doubtful  sort  of  Widal.     With  the  Widal  reaction  there  were  two 
kinds  of  motion — molecular  motion,  which  occurs  in  most  typhoid 
cases  for  half  an  hour,  and  true  motion,  which,  as  a  rule,  is  not 
seen  in  typhoid  cases.     As  regards  clumping,  in  cases  of  typhoid 
after  a  clump  is  formed  a  bacillus  will  never  leave  a  clamp,  whereas 
in  other  non-typhoid  cases  two  or  three  bacilli  will  leave  the  clump 
and  go  across  the  field.     He  thought  that  the  Widal  reaction  some- 
times left  one  in  doubt.     In  ordinary  cases  he   was  disposed  to 
think  that  they  diluted  too  much. 

Dr.  Burgess  agreed  with  Dr.  Drury  regarding  the  treatment  of 
typhoid  fever  with  purgatives.  He  had  tried  purgatives  for  many 
years,  and  never  found  any  bad  results.  Cases  of  constipation, 
with  moderate  fever,  he  treated  with  purgative?,  which  he  thought 
WAS  better  treatment  than  administering  enemas  of  soap  and  water. 
Dr.  J.  W.  Moore  drew  attention  to  the  great  frequency  of 
constipation  in  typhoid  fever.  Constipation  was  sometimes  the 
most  troublesome  thing  to  treat  in  typhoid.  He  agreed  entirely 
with  the  treatment  by  purgatives.  He  thought  it  good,  particu- 
larly in  children,  to  add  a  teaspoonful  of  glycerine  to  one  of  castor 
oil  in  a  small  wineglassful  of  milk.  By  so  doing,  one  combined  a 
certain  amount  of  nourishment,  and  lie  was  satisfied  that  the 
glycerine  had  a  certain  antiseptic  efEect  but  no  aperient  effect. 
Calomel  was  the  best  aperient  in  the  earlier  stages,  from  two  to 
five  grains  in  the  first  week  of  the  fever. 

Dr.  N.  Falkiner  asked  the  speakers  to  state  their  views  on  the 
administration  of  purgati'ves  in  all  the  stages  of  the  fever,  and 
whnt  purgatives  would  they  use.  Dr.  Gordon  long  ago  taught 
ihat  the  safest  purgative  was  solution  of  magnesia  of  the  Pharma- 
copoeia, which  was  exceedingly  mild. 

Du.  Knott  said  that  cases  which  he  had  seen  of  typhoid  with 
constipation  certainly  presented  a  great  deal  more  stupor  and 
Hpprozimation  to  typhus. 

Dr.  FiNNT  said  if  the  course  of  the  disease  is  allowed  to  run 
itself,  the  tendency  is  towards  improvement  and  recovery ;  and 


106  Some  Bemarks  on  Typhoid  Fever. 

lie    thought   it  wns   over-care  and   over-treatment  that   was    so 
harmful. 

Du.  W.  G.  Smith  said  that,  speaking  generally,  in  typhoid  fever 
the  less  interference  the  better.  Matters  calling  for  interference 
were  diet,  bowels,  and  nervous  symptoms.  He  was  not  in  favour 
of  early  resort  to  solid  diet  soon  after  apyrexia  is  established. 
Dietetics  of  a  typhoid  patient  ought  to  be  managed  on  the  same 
general  physiological  principles  that  diet  is  given  on.  A  typhoid 
patient  required  a  proper  proportion  not  only  of  proteids,  but  also 
of  carbohydrates  and  fats.  Carbohydrates  could  easily  be  added. 
Cream,  as  a  rule,  was  well  borne  by  typlioid  patients.  He  re- 
marked that  fish  was  not  the  innocuous  thing  it  was  generally 
supposed  to  be,  as  it  seemed  to  net  as  an  irritant,  and  was,  he 
thought,  more  dangerous  than  a  tendei:  mutton  chop.  The  ques- 
tion of  the  bed-pan  was  one  of  common  sense.  He  was  in  favour 
of  aperients  in  constipation,  as  the  latter  tended  to  precipitate 
perforation.  He  gave  castor  oil  and  calomel  by  the  mouth,  and 
enemata  when  necessary.  With  regard  to  the  action  of  calomel, 
he  thought  it  probable  that  it  made  some  sort  of  an  albuminous 
compound  with  the  giustro-intestinal  contents  of  the  intestine. 

Dr.  Druuy,  in  reply,  said  that  Dr.  Finny  must  have  misunder- 
stood him,  as  it  was  his  (Dr.  Drury's)  wish  to  say  that  the  discre- 
tion of  the  doctor  should  be  used  in  certain  directions.  He 
distinctly  said  that  there  was  no  routine  in  the  giving  of  any 
purgative  or  treatment,  that  it  was  routine  that  killed,  that  lie  did 
not  treat  typhoid  fever  by  purgatives,  but  that  he  preferred  typhoid 
fever  to  work  out  its  own  ends,  and  only  treat  symptoms  if 
necessary.  With  regard  to  the  use  of  the  bed-chair,  it  was  merely 
to  show  that  certain  things  could  be  done  which  he  knew  a  good 
many  men  feai-ed  to  do. 


A    CASE    OF    SLOW    CARDIAC    ACTION. 

By  R.  J.  KINKEAD,  M.D ,  Galway. 

[Bead   in  the  Section   of  Medicine,  May  20.] 

On  the  morning  of  March  16th,  1898,  I  was  called  to  see 
Mr.  C. 

I  found  him  in  bed.  He  gave  the  following  history  : — 
Had  always  enjoyed  good  health ;  a  capital  appetite  ; 
digestion  satisfactoiy;  **  coiild  eat  anything";  bowels 
regular;  slept  well.  He  had  been  perfectly  well  until 
evening  of  the  15th,  when  just  at  supper  time  he  *'felt 
faint";  it  passed  oflF  rapidly,  and  he  eat  his  supper, 
although  while  doing  so  the  faint  feeling  recurred.  After 
supper  he  went  out,  "  thinking  the  air  would  do  him  good ; " 
while  out  he  had  a  sharper  attack  of  faintness  than  the 
preceding  ones:  came  in  and  went  to  bed,  but  did  not 
sleep,  the  attacks  of  faintness  recurring  at  short  intervals 
during  the  night. 

He  did  not  look  ill ;  his  temperature  98  ;  pulse  regular, 
soft,  and  irritable;  tongue  slightly  coated;  respiration 
normal;  abdomen  soft;  slight  tenderness  over  area  of 
stomach;  no  vomiting,  but  nausea  on  pressure;  heart 
sounds  rather  short  and  irritable  ;  valves  healthy ;  respira- 
tory sounds  normal.  On  lying  down  after  I  had  ex- 
amined the  back  of  his  chest  he  exclaimed,  "  that  faintness 
is  coming  on  again."  On  placing  my  finger  on  pulse  I 
found  it  intermitting — three  beats  and  then  a  stop  for  ten 
seconds:  the  stethoscope  showed  correspcmdence  between 
heart  and  pulse — three  beats,  then  absolute  silence  for  ten 
seconds. 
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I  saw  him  again  in  the  evening.  During  the  day  the 
attacks  of  faintness  had  become  more  frequent,  and  for 
some  hours  the  faint  feehng  had  been  continuous :  he  had 
not  lost  consciousness  at  any  time,  and  his  mind  had  been, 
and  was,  perfectly  clear;  he  had  vomited  two  or  three 
times,  and  there  was  now  acute  pain  on  pressure  just 
below  the  .ensiform  cartilage. 

The  pulse  had  fallen  to  G  in  the  minute.  There  was 
one  beat  of  the  heart — first  and  second  sound  distinct  and 
a  haemic  murmur  with  the  first — then  neither  impulse  nor 
sound  for  ten  seconds ;  then  another  beat  and  ten  seconds 
interval,  and  so  on;  he  complained  of  a  "rushing,  surging 
feeling''  in  his  head  immediately  after  each  contraction. 

I  watched  him  for  fully  an  hour,  phonendoscope  over 
cardiac  area,  finger  on  pulse,  and  timing  interval  by  my 
watch,  and  during  that  hour  the  heart  beat  exactly  six 
times  in  each  minute. 

Professor  Pye  kindly  gave  me  the  benefit  of  his  advice 
in  consultation.  We  injected  atropin  hypodermically,  and 
applied  a  mustard  leaf  to  pit  of  stomach. 

About  an  hour  after  faint  feeling  passed  off*,  the  pain  at 
pit  of  stomach  got  better,  and  he  passed  a  comfortable  night. 

Next  morning  I  found  pulse  beating  72  to  the  minute, 
and  heart's  action  regular  and  normal,  stomach  tenderaess 
gone.  He  progressed  favourably  until  the  25th,  when  the 
pulse  began  to  intermit,  missing  one  beat  in  every  ten  or 
twelve ;  and  during  the  night  of  25th  both  knees  became 
intensely  painful  and  swelled. 

I  put  him  on  salicylate  of  sodium ;  the  pain  subsided, 
the  swelling  went  down,  pulse  became  regular,  and  on 
27th  he  was  apparently  well.  He  got  up  in  a  day  or  two, 
and  since  then  he  has  had  no  recurrence  of  pain,  faintness, 
or  indigestion. 

Exactly  how  long  the  heart  beat  at  the  phenomenal  rate 
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of  6  to  the  minute  it  is  impossible  to  say — probably  for  six 
or  seven  hours  from  the  time  the  faint  feeling  became 
continuous,  and  there  was  the  '*  surging  and  rushing  in 
the  head."  Prior  to  that  it  had,  with  short  intervals,  been 
contracting  at  the  rate  of  14  or  15  to  the  minute. 

The  entire  period  covered  by  the  irregular  action 
from  the  first  feeling  of  faintness  was  fully  twenty-eight 
hours. 


A   CASE  OF  MEMBRANOUS  COLITIS. 

By  W.  R.  DAWSON,  M.D., 

Farnham    House    Asylum,    Fiuglas. 

» 

[Read  in  the  Section  of  Medicine,  May  20,  1898.] 

TiiE  comparative  rarity  of  the  condition  variously  (lescrib(»<l 
under  the  above  and  a  host  of  other  names  seems  to  justify 
me  in  bringing  the  following  case  under  your  notice  :  — 

Case. — A  medical  man,  about  forty-two  years  of  age,  appar- 
ently in  excellent  health,  mentioned  to  me  last  Autumn  that  he 
had  been  habitually  passing  from  the  bowel  a  quantity  of 
membranous-looking  material.  His  history  relative  to  this 
condition  is  as  follows,  and  for  many  of  the  facts  I  am  indebted 
to  his  kindness  in  furnishing  me  with  notes  of  his  case :  — 

He  had  formerly  been  addicted  to  the  use  of  cocaine,  and  when 
under  the  influence  of  the  drug  had  observed  that  his  stools 
were  paler  than  normal,  but  there  has  never  been  any  jaundice, 
and  until  about  three  years  ago  no  habitual  constipation.  Since 
then,  however,  the  latter  condition  has  been  persistent,  and 
indeed  is  so  bad  that  for  about  two  and  a  half  years  the  bowels 
have  rarely  moved  normally.  At  the  same  time  there  have  been 
no  constant  dyspeptic  troubles,  though  some  malaise  and  loss 
of  appetite  at  times.  At  first,  when  two  or  three  days  were 
allowed  to  intervene  between  the  motions,  and  also  on  a  few 
occasions  when  a  foetid  diarrhoea  occurred,  there  were  more  or 
less  severe  colicky  pains  before  and  during  the  passage  of  faeces, 
but  this  symptom  has  since  been  conspicuous  by  its  absence. 
Somew^here  under  two  years  ago,  imagining  that  the  symptoms 
might  be  due  to  tsenia,  he  had  himself  treated  in  the  usual  way 
for  that  condition,  but  »  apparently  without  result.  About  the 
same  period  he  observed  that  enemata  and  aperients  brought 
away  with  the  faeces  smooth  rounded  or  oval  masses,  light 
brown  or  white  in  colour,  and  apparently  consisting  of  undigested 
food,  while  the  evacuations  were  followed  by  a  discharge  of 
mucus.  White  shreds  and  patches  of  membranous  structure 
then  began  to  come  away,  and  the  phenomena  were  accompanied 
Avith  intestinal  flatulence,  and  eructations  of  gas.  These  symp- 
toms  have   persisted   in   varying   degree   ever    since,    but    are 
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remittent,  being  almost  in  abeyance  for  two  or  three  months  at 
a  lime,  when  an  exacerbation  occurs  and  Jasts  a  week  or  two.  At 
these  times  tbe  first  symptom  now  is  tbe  discharge  of  a  number 
of  particles  of  undigested  food,  followed  later  by  the  appearance 
or  increase  of  the  membranes,  the  bulk  of  which  follows  the 
faeces.  There  is  at  the  same  time  an  unusual  sleepiness  and 
lassitude,  with  incapacity  for  mental  rather  than  physical  exer- 
tion. Eructations  of  gas  from  the  stomach,  especially  just  on 
waking,  and  sudden  transient  attacks  of  nausea  at  meals,  are 
also  present. 

In  the  beginning  of  January,  1897,  the  patient  showed  me  a 
white  structure  several  inches  in  length,  which  he  had  brought 
lip  (by  eructation  rather  than  actual  vomiting)  in  the  night. 
Neither  of  us  doubted  that  it  was  a  piece  of  tsenia  at  the  time, 
and,  though  subsequent  events  may  make  one  hesitate,  I  mention 
the  fact  for  what  it  is  worth.  He  was  submitted  two  or  three 
times  to  treatment  with  oil  of  male-fern,  turpentine,  &c.^  and 
seemed  to  be  decidedly  better  afterwards,  though  no  proglottides 
were  found. 

From  the  time  when  the  membranous  colitis  was  diagnosed 
and  came  under  more  special  observation  it  has  never  been 
entirely  absent,  though  sometimes  only  manifested  by  mucus, 
and  the  exacerbations  above  alluded  to  have  occasionally 
occurred,  and  are  of  the  general  character  described.  Thus  there 
wa«  a  rather  severe  one  about  Christmas,  and  another,  less  severe, 
in  the  beginning  of  April.  Their  cause  is  undetermined.  Diet 
in  the  paiient*8  opinion,  has  no  relation  to  tlieni,^  but  suliuc 
aperients  (not  other  aperients)  at  once  iricrcase  the  discharge  of 
membranes,  which  has  also  been  found  to  be  increased  during 
catarrhal  inflammation  of  other  mucous  membranes,  such  aa 
coryza.  A  certain  uncomfortable  sensation,  with  borborygmi 
and  eructation  of  gas,  which  can  always  be  excited  by  pressure 
over  the  lower  ribs  in  the  region  of  the  posterior  axillary  line, 
becomes  distinctly  worse  during  the  exacerbations,  but  there  in 
no  actual  pain,  nor  is  there  abdominal  tenderness  elsewhere 
at  any  time.  No  blood  haft  ever  been  passed  with  the  stools, 
except  a  trace  from  piles.  The  urine  has  never  shown  any 
abnormality,  nor  is  any  cardiac  trouble  complained  of  at  such 
times.  The  tongue  is  habitually  covered  with  thick  brown  fur 
in  tbe  posterior  third,  clean  in  front.     The  liver  is  very  slightly 

.'  There  has  been  reason  to  modify  this  opinion. 


112  Case  of  Membranous  Colitis, 

enlari^red.  Constipation  still  persists,  and  is  treated  with. 
enemata  of  warm  water  or  glycerine,  which  do  not  cause  increase 
in  the  membranes — in  fact  since  the  latter  began  to  be  used, 
about  four  months  ago,  the  condition  seems  to  have  improved. 
Assimilation  and  ^neral  nutrition  have  not  been  at  all  affected, 
and  in  fact  the  patient  is  in  all  other  respects  about  the  healthiest 
man  of  my  acquaintance. 

A  few  words  must  be  said  as  to  the  membranes  dischar(]re(l . 
At  the  beginning  of  an  attack  they  are  small,  and  come  with 
the  faeces,  later  larger,  and  follow  the  latter  in  a  mass  which 
may  almost  equal  them  in  amount,  being  in  bulk  as  much 
as,  say,  a  small  tumblerful  at  times.  They  vary  in  size  from 
small  pieces  and  shreds  to  bands  from  six  inches  to  a  foot 
in  length,  and  about  half  to  one  inch  in  width.  No  com- 
plete tubes  have  been  observed.  The  typical  structure  con- 
sists of  a  band  of  firm  fibrous-looking  material,  sometimes 
laminated  and  showing  secondary  ridges,  from  the  edges  of 
which  a  delicate  film  of  mucus  projects  for  a  varying  dis- 
tance. The  central  band  is  stained  of  a  brown  colour. 
Sometimes  the  strands  are  twisted,  and  entangle  particles  of 
fajces,  sometimes  flattened  like  portions  of  taenia,  it  ap- 
pears to  consist  entirely  of  mucus,  as  the  whole  membrane 
coagulates  with  acetic  acid.  Under  the  microscope  the 
mucous  matrix  is  found  to  contain  embedded  in  it  a  very 
large  number  of  more  or  less  degenerated  cells,  mostly- 
derived  from  the  cylindrical  epithelium  of  the  gut,  but  also 
round  cells,  some  of  which  are  probably  leucocytes,  and 
nuclei  either  free  or  surrounded  by  a  very  scanty  amount  of 
protoplasm.  Most  of  the  cells  are  in  an  advanced  stage  of 
fatty  degeneration,  and  there  is  a  good  deal  of  fatty  debris.* 

*  Since  this  paper  was  read,  one  or  two  Bections,  oat  from  portioDs  of 
membrane  embedded  in  celloidin,  have  been  stained  by  Welgert's  method, 
with  a  view  to  gaining  information  as  to  the  presence  or  absence  of  fibrin, 
bat  with  unsatisfactory  resnlte,  as  mucaa  also  retains  the  dye.  It  may, 
however,  be  safely  concladed  that  if  any  fibrin  at  all  be  present,  it  is  only 
in  very  small  qaantity.  As  might  be  expected,  these  preparations  show 
great  masses  of  bacteria  embedded  in  the  membranes. 
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The  points  to  which  special  attention  may  be  called  in 
this  case  are— first,    the  sex  of  the  patient,  the  condition 
l)wng  commonest  in  hysterical  women;    secondly,  its  per- 
sistence;    thirdly,  the  absence  of   any   mental    depression 
whatever;    fourthly,   the   excellent  state   of   the    patient's 
nutrition  ;  fifthly,  the  absence  of  pain  ;  and,  sixthly,  the  mode 
of  discharge  of  the  membranes,  which,  as  has  been  said,  came 
after  the  faeces  instead  of  preceding    as  is  usually  the  case. 
The  absence  of  colic  may  be  partly  due  to  the  care  taken  to 
secure  a  daily  evacuation,  but  it  also  goes  with  the  splendid 
general    health   and   the  comparatively   small  amount  of 
membranes  passed  to  indicate  that  the  affected  area  of  the 
intestine  can  be  of  no  great  extent,  nor  the  lesion  of  any 
grreat  severity.     Relpng  on  the  localised  pressure  symptom 
alluded  to  above,  1  am  inclined  to  think  that  there  is  a  patch 
of  chronic    catarrhal  inflammation   in   the   region  of  the 
hepatic  flexure,    probably   started   by  constipation  in   the 
first  instance.     What  is  the  cause  of  the  slight  enlargement 
of  tlie  Kver  it  is  difficult  to  say,  but  it  is  of  some  standing, 
and  appears  to  produce  no  results  whatever. 

The  pathology  of  this  unusual  condition  seems  to  be  veiy 
imperfectly  understood,  but  the  abundant  desquamation  of 
epithelial  cells,  in  addition  to  the  mucus,  and  the  presence 
of  fibrin  in  some  instances,  which  is  vouched  for  by  von 
Jaksch*  and  others,**  Hale  White  °  to  the  contrarv  notwith- 
standing,  seem  to  indicate  a  varjdng  degi-ee  of  inflammation, 
though  why  it  should  take  this  form  it  is  difficult  to  say. 
There  is  reason  to  think  that  the  membranes  are  commonly 
passed  soon  after  they  are  formed  (Hale  ^Vhite),**  and  Birch- 
Hirschfeld*  considers  that  they  develop  in  the  folds  of  the 
large  intestine  when  it  is  contracted,  so  that  the  dilatation 

*  Clinical  Diagnosis,  trans.  Cagney.     4th  Ed. 

•>  E.  M.  Light;  Desquamative  Enteritis.'*     Practitioner,  Vol.  L.,  p.  173. 
« Allbutt's  System  of  Medicine,  Vol.  III.,  p.  944. 

•  Loc.  cit. 

'*Ukrh.  d.'path.  Anat.,  Vol.  II.,  p.  669. 

If 
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of  tho  put  sets  them  free.     Probably  the  conditions  are  not 
ill  all  cases  the  same. 

A  s  regards  treament,  it  does  not  seem  possible  to  influence 
the  condition  except  by  general  means  and  by  relieving  the 
et'iisiipation.  For  the  latter  purpose  enemata,  and  especially 
glycerine  injections  of  about  a  couple  of  drachms,  have  been 
found  most  satisfactorj^  and  thei^  is,  on  the  whole,  sonit? 
improvement.  The  lesion  is  of  the  nature  rather  of  a  slig^ht 
annoyance  rather  than  a  serious  maladj%  and  hence  does  net 
appear  to  demand  any  more  energetic  interference. 


Dit.  Wallacb  Beattv  had  met  with  a  somewhat  similar  case. 
Patient  was  a  policeman,  in  good  health,  except  that  he  was  con- 
tinually passing  large  quantities  of  membranous  material  from  the 
bowels,  associated  with  very  obstinate  constipation.  Patient  was 
twenty-seven  years  of  age,  and  had  been  under  observation  for 
many  yeai-s.  All  kin<ls  of  remedies  were  tried  without  benefit. 
He  was  then  placed  on  milk  diet  and  cod-liver  oil,  and  he  still 
continues  the  diet,  and  is  doing  very  well  and  able  to  continue  his 
work,  and  passes  very  little  membrane.  Such  cases,  he  thought, 
were  very  intractable,  and  prolonged  unirritating  diet  was  the  best 
treatment. 

Tiie  President  thought  that  in  Dr.  Dawson's  case  the  shreds 
of  membrane  consisted  of  mucin,  and  so,  perhaps,  mucous-colitis 
Avould  be  a  better  name,  as  it  contained  no  fibrin.  The  pathology 
t)f  this  condition  would  appear  to  be  a  follicular  catarrh  of  portion 
of  the  nmcous  membrane  o^  the  intestine.  It  was  difficult  to  know 
the  cause.  It  may  have  been  connected  with  the  habitual  con- 
stipation. Some  considered  the  disease  a  neurosis ;  some  observers 
think  that  the  best  treatment  is  to  look  after  the  hygienic  con- 
dition of  the  patient.  Very  large  enemata  were  useful ;  perhaps 
a  quart  or  more  of  water,  with  15  to  20  minims  of  dilute  nitric 
acid,  and  this  quantity  of  acid  increased.  Did  Dr.  Dawson  try 
that?  Did  he  iind  the  glycerine  enemata  more  efficacious  than 
plain  aqueous  enemata  ? 

Dr.  Doyle  related  the  case  of  a  man  who,  when  he  saw  him 
tirst,  complained  of  a  very  viscid  condition  of  the  faecal  matter  and 
a  quantity  of  mucous  shreds  which  he  passed.     Patient  had  been 
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subject  to  great  mental  worry  ;  he  suffered  much  from  constipation. 
Examination  showed  the  fsecal  matter  to  accumulate  in  the  sigmoid 
flexure.  Death  occurred  in  a  year.  Post-mortem  showed  a  non- 
malignant  hard  hand  causing  a  stricture.  The  proximal  end  of  the 
gut,  just  above  the  stricture,  had  given  way,  and  below  the  stricture 
(here  was  scarcely  any  inflammatory  condition,  while  all  above 
there  was  an  inflammation  of  the  colon.  Enemata  had  been  found 
rery  useful  in  this  case.  Pie  related  another  case,  that  of  a  girl, 
who  came  under  his  observation  six  weeks  ago.  There  was  a 
stricture  high  up  in  the  rectum  close  to  the  sigmoid  flexure. 
Mucus  was  continually  being  passed  per  anum.  There  were  large 
nceumulations  in  the  caecum  and  sigmoid  flexure.  At  first  he  could 
not  pass  his  finger  through  the  stricture,  but  could  do  so  now. 
The  collections  of  faeces  have  now  disappeared,  and  patient  has  a. 
vood  evacuation  of  the  bowels. 

Dr.  Dawson,  in  reply,  said  he  wait  much  interested  in  Dr. 
Beatty's  case  especially  regarding  the  milk  diet.  In  his  own  case 
diet  seemed  to  have  no  relation  at  all,  as  the  patient  rather  watched 
ins  diet,  and  took  some  things  experimentally,  and  found  plum 
pudding  quite  innocuous.  Regarding  the  name  of  the  disease,  he 
thought  that  no  satisfactory  name  had  yet  been  fixed,  but,  as  a 
matter  of  fact,  a  certain  number  of  cases  have  been  described  in 
which  there  was  a  very  large  amount  of  fibrin  in  the  membranes, 
although  the  case  did  not  differ  much  otherwise,  so  that  the  objec- 
tion to  the  term  membranous  would  not  hold  in  all  cases.  The 
connection  of  the  disease  with  the  nervous  system  was  very  interest- 
ing, as  it  did  occur  in  nervous  people.  His  o\*  n  patient  was  rather 
a  typical  subject.  Acid  enemata  had  not  been  tried,  but  the 
ordinary  warm  water  is  used  alternately  with  the  glycerine 
enemata,  and  the  latter  work  best  when  they  act  at  all.  Dr. 
Doyle's  case  showed  the  power  of  accumulation  of  frcces  to  pro- 
duce this  condition. 


DISSECTING  ANEURYSM. 

By  JAMES  B.  COLEMAN,  M.D.R.U.L;  M.R.C.IM.; 

.  Physician  to  the  Kichmoad,  Whitworth,  and  Hardwicke  Hospitals ; 
Physician  to  the  National  Hospital  for  Consumption  for  Ireland. 

[Read  in  the  Section  of  Medicine,  May  20,  1898.] 

The  term  "dissecting  aneurysm  "  is  applied  to  cases  in  which 
a  partial  rupture  of  the  inner  tunics  of  an  artery  allows  tlie 
blood  to  become  diffused  between  the  coats  of  the  vessel. 
Having  regard  to  the  diflference  of  opinion  which  exists  as  to 
the  author  of  tlie  original  description  of  this  very  remarkable 
affection,  the  following  extract  from  Dr.  Peacock's  "  Report 
on  Cases  of  Dissecting  Aneurysm"*  maybe  of  interest: — 
"  It  has  generally  been  supposed  that  Laennec  was  the  first 
writer  who  applied  the  term  'dissecting'  to  this  form  of 
aneurysm,  but  it  has  been  recently  shown  by  ^I.  Broca  that 
M.  Maunoir  employed  the  same  designation,  and  clearly 
described  the  formation  of  aneurysms  of  this  kind  in  his 
work  published  in  1802.  A  characteristic  case  is  also  related 
by  Mr.  Allan  Burns  in  his  work  on  *  Diseases  of  the  Heart 
and  Aneurysm/  published  in  1809." 

Shekelton  ^  published  two  cases  of  dissecting  aneurysm  in 
1822,  and  the  preparations  are  to  be  seen  in  tlie  Museum  of 
the  Royal  College  of  Surgeons  in  Ireland.  Erichsen,  in  the 
earlier  editions  of  his  "  Science  and  Art  of  Sur£jerv,"  incor- 
rectly  refers  to  this  variety  of  aneurysm  as  '*  originally 
described  by  Shekelton,"  and  the  use  of  the  name  "  Shekel  ton's 
aneurysm"  as  a  synonym  for  dissecting  aneurysm  is  not 
justifiable. 

Dr.  Peacock,  in  the  paper  to  which  1  have  already  referred, 
collected  80  instances  in  which  the  affection  appeared  in 
well-marked  form,  including  five  cases  published  by  Shekelton,* 
R.  \V.  Smith, ^  Kirkpatrick,^Lees,^andMacDoiinelI,^  respec- 
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tively,  in  the  Dublin  Journal,  An  interesting  specimen  was 
exhibited  by  Mr.  Conolly  Norman  at  the  Pathological 
Section  of  the  Academy  a  few  months  ago.* 

In  the  earlier  published  cases  of  dissecting  aneurysm  it 
was  supposed  that  the  separation  of  the  coats  of  the  artery 
took  place  between  the  middle  and  external  tunic;  but 
modem  pathologists  agree  that  the  blood  almost  invariably 
makes  its  way  between  the  laminae  of  the  middle  coat,  so 
that  the  outer  wall  of  the  aneurysm  is  formed  of  the  outer 
strata  of  the  tunica  media  together  with  the  adventitia. 

In  the  vast  majority  of  cases  the  rupture  of  the  inner 
tunics  is  due  to  their  excessive  lacerability — the  result  of 
atheromatous  degeneration.  Indeed,  out  of  60  of  Peacock's 
cases  the  arteries  were  found  healthy  in  only  two  instances. 
Ziegler'  suggests  that  in  the  rare  absence  of  morbid 
changes  in  the  coats  of  the  vessels,  traumatic  injury  to,  or 
defective  development  of,  the  vessel  wall  is  the  primary 
cause  of  the  lesion,  and  Walshe  *  mentions  two  cases  in 
which  dissection  of  the  aortic  coats  on  a  limited  scale  had 
been  abruptly  effected  as  the  result  of  railway  concussion. 
On  the  other  hand  Rokitansky  ^  supposes  that  in  some  cases 
a  morbid  condition  of  the  external  coat  deprives  the  inner 
coats  of  support,  and  so  predisposes  to  their  rupture. 

Dissecting  aneurysm  is  practically  confined  to  the  aorta 
and  its  large  branches,  although  Ziegler '  states — on  what 
authority  I  do  not  know — that  the  small  arteries  of  the 
brain  are  a  usual  seat  of  the  affection. 

The  internal  rupture  is  usually  situated  at  the  origin  of 
the  aorta,  or  in  the  ascending  aorta — it  was  so  in  55  out  of 
73  of  Peacock's  cases— but  it  has  been  found  as  low  as  the 
end  of  the  abdominal  aorta,  as  happened  in  Shekelton's 
cases.     The  direction  of  the  internal  rupture  is  generally 

*  A  valuable  paper  on  Dissecting  Aneurysm  was  published  by  Dr.  J.  Magee 
Finny  in  Trans.  Acad.  Med.     Vol.  III.     1885. 
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transverse  when  it  is  near  the  aortic  valves,  whilst  it  is  more 
frequently  vertical  at  the  beginning  of  the  descending  aorta. 

Ordinarily  the  arterial  coats  are  torn  asunder  over  from 
one-half  to  two-thirds  of  the  circumference  of  the  aorta^ 
although  the  separation  of  the  tuilics  occasionally  extends 
completely  around  the  vessel.  The  longitudinal  extent  of 
the  separation  of  the  tunics  varies  considerably ;  as  a  rule 
the  aneurysm  is  limited  to  the  ascending  aorta,  but  it  is 
occasionally  found  to  extend  beyond  the  iliac  arteries.  In 
my  case  the  separation  of  the  coats  begins  at  the  arch  and 
ends  in  the  left  femoral,  and  in  a  very  remarkable  case 
recorded  by  Tessier  *°  the  separation  extended  from  the 
commencement  of  the  ascending  aorta  to  the  left  popliteal 
artery. 

The  dissection  not  infrequently  is  carried  along  the 
primary  branches  of  the  aorta ;  for  instance,  in  MacDonnell's 
and  Tessier*s  cases  it  extended  through  the  innominate 
artery  and  its  branches  to  the  internal  carotid ;  in  another 
case  **  it  followed  the  course  of  the  coronary  arteries;  in 
Laennec's  case  ^'  it  passed  along  the  coeliac  artery,  and  in 
my  case  into  the  right  renal  artery. 

Some  of  the  intercostal  and  lumbar  arteries  are  frequently 
found  to  be  cut  across  by  the  stream  of  blood,  **  so  that  a 
probe  introduced  into  the  aortic  orifice  of  one  of  those 
little  branches  passes  directly  into  the  aneurysmal  canaU 
and  traverses  this  before  entering  the  artery  itself,  which 
thus  appears  to  arise  directly  from  tlu^  aneurysm."  *^ 

In  cases  which  have  ended  fatally  within  a  short  time, 
there  has  been  only  a  single  opening  leading  from  the 
aorta  into  the  arterial  coats,  death  having  been  usually  due 
to  the  subsequent  giving  way  of  the  external  wall  of  the 
sac.  This  is  the  common  form,  comprising  73  out  of 
Peacock's  80  cases ;  my  case  is  also  an  instance  of  it.  On 
the  other  hand,  when  life  is  prolonged  for  any  considerable 


By  Dr.  J.  B.  Colemax.  111^ 

time,  the  blood  is  found  to  have  forced  its  way  from  the 
sub-adventitious  sac  back  again  to  the  blood-stream  at  some 
point  farther  on  in  the  course  of  the  vessel.  In  such 
chronic  cases — of  which  Shekelton's  and  Fagge's  cases 
were  examples,  the  new  blood-channel  acquires  an  endo- 
thelial lining. 

The  disease  is  specially  common  in  persons  of  advanced 
age,  and  though  it  probably  occurs  more  frequently  in  men 
than  in  women,  there  is  not  the  excessive  preponderance 
in  males  which  is  the  rule  in  ordinary  aneurysms.  Indeed 
some  writers  say  that  it  is  more  common  in  women. 

The  case  which  I  now  relate,  and  the  specimen  which  I 
exhibit,  typically  exemplify  the  symptoms  and  pathology 
of  the  early  stage  of  the  fully-formed  dissecting  aneurysm. 

Case. — A  man,  aged  sixty-five  years,  was  admitted  to  the 
Whitworth  Hospital  under  my  care  on  13th  Jan.,  1898,  com- 
plaining of  severe  pain  in  his  back  and  of  loss  of  power  in  his 
legs.  On  the  morning  of  his  admission  to  hospital  he  was  on  a 
ladder  engaged  in  papering  a  room  when  he  was  suddenly  seized 
with  a  violent  pain  in  the  lower  part  of  his  back  and  in  his  left 
hip.  The  pain  appeared  to  start  from  his  lumbar  region  and 
to  shoot  up  into  his  chest  and  down  to  his  left  thigh.  It  was 
so  intense  that  (to  use  his  own  expression)  he  **  bellowed 
with  agony."  He  felt  faint,  but  did  not  lose  consciousness, 
and  he  was  able  to  walk  across  the  room  with  difficulty  to 
a  chair.  Within  a  quarter  of  an  hour  his  lower  extremities 
were  completely  paralysed,  and  his  left  leg  was  ansesthetic. 
He  was  removed  to  hospital  in  a  few  hours.  Beyond  the  fact 
that  he  was  a  painter,  there  was  nothing  noteworthy  in  his 
personal  history,  and  he  came  of  a  healthy  family.  On  admission 
to  hospital  he  was  found  to  be  a  well-nourished,  grey-haired 
old  man,  rather  ansBmic.  He  was  unable  to  walk,  but  he  could 
move  his  legs  slightly.  He  still  suffered  from  severe  pain  in 
his  back,  but  he  had  already  recovered  sensation  in  his  left  leg. 
Everything  he  ate  or  drank  was  vomited.  His  arteries,  in  which 
there  was  visible  pulsation,  were  atheromatous,  and  his  pulse 
was  high  tensioned.   The  heart  was  hypertrophied ;  no  murmurs 
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eould  be  detected,  but  the  aortic  second  sound  ^vas  accentuated. 
He  was  carefully  examined  for  aneurysm,  with  a  negative 
result.  Pulsation  could  be  felt  in  both  of  his  femoral  arteries. 
There  was  marked  arcus  senilis,  and  his  gums  showed  a  "  lead 
line."  His  urine  was  feebly  alkaline,  of  sp.  gr.  1014,  clear,  con- 
tained 0-2  per  cent,  albumen,  and  a  few  hyaline  and  granular 
casts ;  neither  sugar  nor  blood  was  present ;  the  quantity  of 
urine  passed  was  about  the  average  amount.  He  had  control 
over  the  sphincters  of  the  bladder  and  rectum.  The  knee-jerks 
and  plantar  reflexes  were  lost. 

The  pain  in  his  back  ceased  after  twelve  hours,  and  next  day 
he  felt  much  better,  and  he  was  able  to  move  his  legs  freely. 
On  the  following  morning  he  was  able  to  walk  a  few  steps,  and 
he  expressed  himself  as  feeling  almost  quite  well.  At  this 
period  I  showed  him  to  the  hospital  class,  and  I  diagnosed 
the  case  as  plumbism  and  chronic  interstitial  nephritis,  with  the 
usual  cardio-vascular  changes.  I  pointed  out  that  the  history 
of  the  attack  clearly  indicated  some  vascular  lesion  of  the  spinal 
cord,  and  the  sudden  onset,  wide  diffusion,  and  intensity  of  the 
pain,  together  with  the  transient  duration  of  the  paraplegia, 
appeared  to  justify  the  further  diagnosis  of  spinal  meningeal 
haemorrhage.  The  patient  was  apparently  well  about  four 
o'clock  in  the  afternoon,  when  he  took  a  drink  of  milk.  Five 
minutes  afterwards  the  nurse  found  him  dead  in  his  bed.  His 
death  occurred  about  fifty-two  hours  subsequent  to  the  onset  of 
the  symptoms. 

The post-morte7n  examination,  which  was  made  within  twenty- 
four  hours  of  his  death,  showed  the  right  pleural  cavity  to  be 
filled  with  blood.  The  pericardium  contained  a  little  clear 
serous  fluid.  The  heart  was  rather  large,  there  being  hyper- 
trophy of  the  left  ventricle.  The  arch  and  upper  part  of  the 
descending  aorta  was  distended  and  formed  a  tumour-like  mass, 
from  which  the  blood  had  escaped  into  the  right  pleura.  On 
opening  the  aorta  its  inner  aspect  was  covered  with  athero- 
matous plaques,  and  a  dissecting  aneurysm  extended  from  the 
arch,  at  the  level  of  the  innominate  artery,  and  terminated  in 
the  left  femoral  artery  about  an  inch  below  Poupart's  ligament. 
A  large  mass  of  freshly-coagulated  blood  was  effused  between 
the  tunics  at  the  level  of  the  arch  and  in  the  upper  portion  of 
the  descending  thoracic  aorta,  and  here  the  separation  of  the 
tunics  took  place  around  nearly  the  whole  circumference  of  the 
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vessel  wall.  From  the  abdominal  aorta  through  the  left  com- 
mon iliac,  external  ihac,  and  femoral  artery  the  coats  of  the 
vessels  were  separated  by  a  thin  layer  of  coagulum,  but  no  pal- 
pable thickening  of  the  arteries  was  so  produced.  In  the  lower 
part  of  the  aneurysm  the  dissection  of  the  arterial  coats  did  not 
extend  much  more  than  halfway  around  the  circumference  of 
the  vessels. 

The  microscopic  sections,  which  were  exhibited,  were  from  the 
left  common  iliac  artery,  and  they  showed  that  the  blood  was 
effused  in  the  substance  of  the  middle  tunic  of  the  artery,  so  that 
the  external  wall  of  the  aneurysmal  canal  was  composed  of  the 
outer  muscular  strata  of  the  media  together  with  the  adventitia. 
The  dissection  was  carried  along  the  coats  of  the  right  renal 
artery,  the  lumen  of  which  was  also  occluded  by  a  thrombus. 
The  lumbar  arteries  were  cut  across,  and  their  orifices  likewise 
contained  thrombi.  A  large  coagulum  was  adherent  to  the 
posterior  wall  of  the  aorta  at  the  level  of  the  renal  and  lumbar 
arteries. 

The  external  rupture  of  the  aneurysm  was  situated  about  the 
middle  of  the  thoracic  aorta  on  its  posterior  aspect.  The  rupture 
was  an  ill-defined,  obhque  slit,  about  half  an  inch  long,  from 
which  the  blood  had  forced  its  way  through  the  connective 
tissue  into  the  right  pleura. 

I  have  not  been  able  to  satisfy  myself  as  to  the  position  of  the 
internal  rupture.  It  might  have  occurred  two  or  three  inches 
from  the  termination  of  the  abdominal  aorta,  for  the  athero- 
matous changes  were  most  intense  in  that  position,  or  possibly 
it  took  place  at  the  origin  of  one  of  the  primary  branches  of  the 
aorta. 

Both  kidneys  were  cirrhotic,  the  right  one  being,  in  addition, 
cystic  and  extremely  engorged  with  blood.  Microscopic  sections 
of  this  kidney  (prepared  by  Dr.  Dargan  in  Dr.  McWeeney's 
laboratory)  showed  that  it  was  in  a  condition  of  universal 
hsemorrhagic  infarction.  There  was  no  haemorrhage  in  the 
spinal  cord  or  its  membranes. 

In  the  light  of  the  necropsy  it  is  not  diflBcult  to  account  for 
the  symptoms  of  this  case.  As  predisposing  causes  of  dis- 
secting aneurysm  my  patient  had  extensive  atheroma  of  the 
inner  coats  of  his  aorta,  which  wxre  consequently  unduly 
lacerable,  and,  in  addition,  he  had  hypertrophy  of  the  left 
ventricle   with    high   arterial   tension.      The   intense   pain    at 
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onset  of  the  symptoms  was  due  to  the  primary  rupture  and 
separation  of  the  coats  of  the  aorta  by  the  blood  ;  the  paraplegia 
was  caused  by  the  interference  with  the  arterial  supply  to  the 
lumbar  enlargement  of  the  cord,  partly  from  thrombosis,  and 
partly  from  rupture  of  the  lumbar  arteries ;  the  sudden  death 
ensued  on  the  rupture  of  the  external  wall  of  the  aneurysm  and 
the  consequent  escape  of  blood  into  the  right  pleura.  It  is  rather 
remarkable  that  his  urine  contained  no  blood,  and  that  the 
amount  passed  was  not  noticeably  diminished,  for  the  right 
kidney  was  engorged  with  blood,  and  its  secretion  must  have 
been  completely  arrested. 

Other  cases  of  dissecting  aneurysm  have  been  recorded 
in  which  a  remarkable  series  of  symptoms  was  due  to  arrest 
of  vascular  supply  to  the  brain,  kidneys,  or  cord. 

Tessier's'**  patient  died  with  the  symptoms  of  apoplexy, 
and  a  dissecting  aneurysm  was  found  extending  from  the 
arch  of  the  aorta  along  the  innominate  artery  and  its 
branches  to  the  internal  carotid. 

Todd's**  case  was  characterised  by  hemiplegia  and 
transient  suppression  of  urine,  and  the  ^os^-morfew  exami- 
nation showed  softening  of  the  brain  due  to  obstruction 
in  the  carotids,  and  it  is  probable  that  there  was  also 
obstruction  in  the  renal  arteries. 

Sainet**  records  a  case  in  which  the  patient  became 
rapidly  paraplegic. 

Latham  and  Swaine's'^  case  was  diagnosed  during 
life.  The  patient  was  suddenly  seized  with  **  agonizing  " 
pain  in  his  chest  followed  by  paraplegia. 

In  Dickenson's*^  case  a  policeman,  after  seven  hours  on 
his  beat,  was  seized  with  loss  of  power  over  his  lower 
extremities,  followed  by  pain  and  collapse.  Death  took 
place  within  24  hours. 

Where  the  symptoms  are  liable  to  such  variations,  it  is 
evident  that  the  diagnosis  of  dissecting  aneurysm  must 
always  be  difficult  and  uncertain. 
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In  reference  to  treatment,  Walshe*  somewhat  cynically 
remarks,  "  Were  the  practitioner  fortunate  enough  to 
divine  the  occurrence  of  acute  separation  of  the  coats  of 
the  aorta,  it  does  not  appear  that  in  the  present  state  of 
onr  knowledge  the  management  of  the  case  would  be 
materially  improved  vby  his  sagacity.  Did  he  fail  to 
diagnose  the  occurrence,  his  aim  would  be  to  restore  the 
patient  from  the  first  shock  of  the  accident,  control  excited 
arterial  action,  and  relieve  symptoms  as  they  arose.  And  it 
does  not  appear  that  art  could  do  more  than  this  were  the 
anatomical  nature  of  the  aflfection  understood  from  the 
first." 
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Dr.  Finny  said  that  Shekelton*s  aneurysm  was  a  modification 
of  dissecting  aneurysm,  and  was  not  necessarily  the  first  sort  of 
dissecting  aneurysm  described.  There  were  two  forms — one  in 
which  the  blood  bursts  externally  (the  original  kind)  ;  and  the 
other  form,  Shekelton*s  aneurysm,  in  which  the  blood,  after 
haying  travelled  a  certain  distance  down,  re-enters  the  original 
channel.  He  related  a  case  of  aneurysm  of  the  abdominal  aorta 
which  he  had  treated.     Two  year's  later  patient's  health  failed. 
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and  he  died.  Autopsy  showed  that  it  was  a  case  of  ^hekelton's 
dissectiog  aneurysm,  beginning  high  np  and  dividing  the  coats  of 
the  artery  practically  into  two  layers,  and  ending  at  tlie  external 
iliac  arteries.  From  the  anterior  half  of  the  dissection  had  sprung 
the  aneurysm  which  he  bad  treated.  There  was  a  secondary 
aneurysm  in  one  of  the  branches  of  the  arteries  forming  the  coelic 
axis.  The  larger  branches  going  to  the  kidneys  were  all  coming 
from  the  anterior  part  of  the  vessel,  while  the  lumbar  arteries 
were  coming  from  the  renal  part  of  the  vessel.  In  Dr.  Coleman's 
case  he  presumed  that  the  sudden  pain  with  which  the  patient  was 
attacked  while  on  the  ladder  showed  the  dissection  going  down, 
the  blood  forcing  its  way,  and  probably  blocking  some  of  the 
vessels  going  to  the  spinal  cord  and  the  lumbar  arteries. 

Dr.  Knott  said  that  three  varieties  of  dissecting  aneurysm  had 
been  described — one  where  the  blood  went  between  the  coats  of 
the  vessels  and  found  its  way  out  at  some  distance,  and  became  a 
false  aneurysm ;  a  second,  and  more  typical  form,  is  where  the 
blood  has  tunnelled  its  way  between  the  coats  of  the  artery,  and 
found  its  way  to  the  artery  again ;  a  third  variety  is  where  the 
blood  travelled  for  some  distance  between  the  coats,  and  does  not 
go  in  or  out. 

Dr.  Coleman,  in  reply,  said  that  he  was  aware  that  Shekelton's 
aneurysm,  as  described  by  Shekelton  himself,  was  a  chronic 
aneurysm,  but  he  had  understood  that  the  term  Shekelton's 
aneurysm  was  improperly  applied  to  dissecting  aneurysm  in  general. 
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[Read  in  the  Section  of  Surgery,  November  12,  1897.] 

I  WAS  reading  the  other  day  some  of  the  late  Sir  Benjamin 
Ward  Richardson's  papers,  when  I  came  upon  one  bearing 
the  title — **  What  is  tlie  proj)er  time  for  Surgical  Inter- 
ference in  Intestinal  Obstruction  ?  "  He  was  a  close  clinical 
observer,  and  a  broad-minded  cultured  physician,  and  I  read 
with  the  greatest  interest  his  discussion  of  this  question. 
We  have  to  deal  with  the  fact  that  these  cases  usually  come, 
in  the  first  instance,  into  the  hands  of  the  medical  rather 
than  the  surgical  practitioner.  It  is  reasonable  to  expect 
that  this  should  be  so,  for  the  ordinary  sick  man  does  not 
see  that  there  can  be  anything  involving  operation  in  an 
attack  which  popularly  is  described  as  a  pain  in  the  stomach 
with  vomiting.  The  paper  suggested  to  me  that  I  might  ask 
your  attention  to  a  few  points  in  connection  with  this  subject. 
It  has  often  been  before  the  Academy  and  other  like  bodies, 
but  all  acknowledge  the  difficulties  which  surround  it ;  and 
it  can  only  be  by  further  observation  and  careful  noting  of 
signs  and  symptoms  that  we  can  make  any  approach  to  an 
answer  which,  as  deciding  a  course  of  treatment,  can  be  of 
any  real  benefit. 

The  initial  difficulty  which  we  encounter  is  that  there  are 
so  many  conditions  threatening  life  which  present  symptoms 
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of  an  almost  identical  character.     We  are  accustomed  to  take 
tliree  of  these  as  very  typical — pain,  vomiting,  and  constipa- 
tion— and  as  practically  constituting  a  guiding  trio.     But  if 
we  apply  them  as  a  test  to  the  reading  of  a  case,  we  find  our- 
tjeives  bound  to  include  such  affections  as  peritonitis,  gall- 
stones, volvulus,  strangulation,  pressure  of  tumours,  stricture, 
and  even  a  calculus  in  the  ureter.     Now,  not  all  of  these 
require  operation  of  necessity,  and,  therefore,  we  must  seek 
for  other  elements  of  help.     The  age  of   the  patient,  tlie 
antecedent  history,  the  condition  of  the  abdomen,  the  amount 
of  distension,  whether  the  constipation  has  been  chronic  or 
has  been  gradually  increasing,  the  character  of  the  urine, 
the  quality  of  the  faeces,  the  temperature — which  is  not  very 
reliable — and  the  actual  constitutional  state  of  the  patient 
as  indicating  collapse  or  shock. 

Now  the  tangle  to  be  unravelled  is  a  very  troublesome  and 
serious  one.  It  is  often  said  that  we  see  these  cases  too  late, 
and  that  is  true  ;  but  let  us  be  quite  fair  about  this  matter. 
We  generally  see  the  case  when  the  question  of  operation 
and  no  other  is  to  be  determined.  If  we  had  seen  the  patient 
at  first  we  should  in  most  instances  have  been  just  as  reserved 
as  our  colleague,  and  all  I  would  suggest  is  that  a  surgeon 
should  be  consulted  early,  in  order  that,  if  operation  is  neces- 
sary, he  who  becomes  the  responsible  actor  should  be  able  to 
select  the  most  suitable  time  for  his  operation. 

And  I  must  say,  further,  that  all  surgeons  are  not  agreed 
us  to  operation  at  all.  You  all  recollect,  I  have  no  doubt, 
the  dicta  of  Mr.  Jonathan  Hutchinson,  a  wise  and  very 
experienced  surgeon.  Before  the  British  Medical  Association, 
in  1878,  he  advocated  taxis  in  obstruction,  and  declared  that 
''  in  the  present  state  of  surgical  knowledge  exploratory 
operations  for  the  relief  of  abdominal  obstruction,  the  cause 
of  which  cannot  be  diagnosed,  are  not  warrantable."  Else- 
where, however,  Mr.  Hutchinson  introduced  the  alternative — 
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•*  or  the  operation  can  be  made  much  less  dangerous^*'  which 
in  these  days  makes  a  difference. 

It  is  only  nineteen  years  ago  since  this  opinion  was 
expressed  by  so  sound  a  surgeon ;  but  it  is  a  proof  of  how 
rapidly  we  have  travelled  in  the  interval  when  I  mention 
that  in  the  year  following  Mr,  Howard  Marsh  mentions  in  a 
paper  that  "  several  operators  have  reduced  the  mortality  of 
ovariotomy  to  less  than  30  per  cent."  Well,  the  30  per  cent, 
has  vanished,  and  we  are  doing  much  better  in  opera- 
tion for  intestinal  obstruction.  Let  me  refer  airain  to  tlie 
physician  Richardson  in  this  connection.  He  says,  "  I  fail 
to  find  in  the  list  of  examples  which  have  come  under  mj"^ 
notice  during  a  long  career,  one  single  instance  in  which 
recovery  has  taken  place  after  the  appearance  of  stercoraceous 
vomiting  in  the  acute  form,  except  in  one  where  operation 
was  carried  out.  .  .  .  We  did  not  operate  in  another 
case  because  we  were  in  the  dark."  My  argument  in  such  a 
dilemma  now  would  be — "  Because  we  are  in  the  dark  let  us 
let  in  the  light."  That  is,  I  think,  a  concise  way  of  putting 
the  modern  surgical  view. 

Let  us  just  consider  in  order  the  symptoms  which  belong 
to  this  condition  of  acute  obstruction.  It  is  an  advanta£:e 
to  group  them,  and  if  possible,  to  recognise  their  true  signi- 
ficance. 

I  take  vomiting  first.  In  its  ordinary  form  this  is  a 
symptom  which  attends  many  constitutional  states  which 
have  nothing  whatever  to  do  with  the  affection  we  are  con- 
sidering. But  here  the  vomiting  has  certain  peculiarities*. 
It  is  not  the  first  symptom.  It  follows  the  onset  of  abdo- 
minal pain  which  has  come  on  suddenly  or  gradually,  and  we 
liave  therefore  the  occurrence  of  two  symptoms  which  have 
great  importance.  The  vomiting  varies  as  to  quality,  and 
this  has  a  certain  relation  to  the  position  of  the  obstruction. 
If  this  is  high  up — in  the  region  of  the  duodenum  or  jejunum — 
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the  vomiting  comes  on  very  quickly,  because  tliey  are  vei*^' 
sensitive  viscera.  But  the  material  ejected  is  not  sterco- 
'  raceous  in  the  ordinarv  sense.  It  first  consists  of  stomacli 
contents,  and  then  of  material  undergoing  digestion  in  the 
first  readies  of  the  intestinal  canal.  But  as  we  go  lower 
down  to  the  end  of  the  small  intestine,  and  get  to  the  large 
intestine,  the  vomiting  comes  on  at  greater  interval  from  the 
origin  of  the  attack,  passes  through  the  stages  I  have  noted, 
and  then  becomes  stercoraceous,  just  as  we  so  often  see  it  in 
strangulated  hernia.  Therefore  I  think  it  will  be  admitt^^cl 
that  vomiting  in  these  cases  does  tell  us,  by  the  order  of  its 
appearance  and  its  character,  that  we  have  to  deal  with 
obstruction,  and  where  that  obstruction  probably  is. 

This  symptom  is  of  great  importance,  and  it  was  upon  it 
that  Sir  Benjamin  Kichardson  answered  his  own  question 
when  he  said,  "  Is  there  any  single  s3^mptom  which,  beintr 
present,  says  at  once  and  imperatively,  in  cases  of  acute 
obstruction  of  the  intestinal  canal,  now  is  the  time — whatever 
maybe  the  diagnosis  of  the  case — now  is  the  time  to  operate  ^ 
.  .  .  I  answer  there  is  such  a  symptom,  and  the  sj-mptom 
I  refer  to  is  that  of  stercoraceous  vomiting."  The  late  Mr. 
Greig  Smith  laid  down  a  working  rule  which  was — that 
operation  should  be  undertaken  if  pronounced  vomiting  had 
occurred  three  times.  Of  course  there  was  no  special  virtue 
in  the  number.  It  only  gave  a  reasonable  time  to  make  the 
character  of  the  symptom  clear. 

Pain  is  of  value  in  locating  tlie  trouble  within  the  abdomen, 
but  it  rarely  indicates  the  actual  site  of  the  obstruction.  It 
has,  however,  characters  of  its  own.  In  chronic  obstruction 
it  is  not  severe  ;  and  it  differs  from  that  of  the  acute  affection 
which  comes  on  suddenly,  and  is  usually  intense.  Sometimes 
there  are  intervals  of  quiescence,  sometimes  the  pain  may  be 
almost  continuous,  and  the  difference  seems  to  depend. upon 
the  tightness  of  a  constriction,  and  on  whether  there  still 
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remains  any  portion  of  the  lumen  through  which  matter 
may  pass. 

Temperature  is  often  misleading,  and  is  only  to  be  men- 
tioned to  warn  against  reliance  being  placed  upon  it.  How 
often  have  we  seen  patients  die  of  peritonitis,  and  yet  the 
chart  gave  little  or  no  indication  of  tho  intensity  of  the 
disease  ? 

On  the  constipation  itself  we  must  also  not  place  too  much 
n^Iiance.  It  depends  very  much  upon  the  position  of  the 
stippage.  If  it  IS  high  up  in  the  intestine,  motions  may 
persist  for  some  time,  and  even  a  diarrhoea  may  appear  for  a 
(lay  or  two.  If  the  stoppage  is  in  the  large  intestine  we  have 
the  constipation  from  the  outset,  although  sometimes  a  loaded 
n^ctnm  below  the  point  may  puzzle  us  by  discharging  its 
contents. 

A  good  deal  of  weight  has  been  attached  to  the  presence 
of  dulness  in  the  loin  in  these  cases,  due  to  free  fluid  in  the 
peritoneal  cavity.  It  is  not  always  present.  It  depends  upon 
peritonitis,  but  that  is  not  always  of  the  serous  variety,  and 
no  appreciable  exudation  may  be  present  When  it  is  pre- 
sent it  is,  however,  a  valuable  aid,  and  should  be  looked  for. 
Here  I  may  recall  some  cases  reported  before  the  Clinical 
Society  of  London  in  1879  by  Dr.  Markham  Skerritt,  of 
Bristol.  In  the  first  there  was  intestinal  obstruction,  witli 
fibrinous  exudation.  During  life  there  was  dulness  in  botli 
flanks  when  the  patient  lay  on  his  back.  It  could  be  detected 
as  high  as  the  anterior  superior  iliac  spine.  When  the  patient 
was  turned  on  his  side  the  side  which  was  uppermost  became 
very  resonant,  and  during  the  progress  of  the  case  the  sign 
became  more  marked.  Post  mortem^  it  was  found  that  there 
was  no  fluid  in  the  peritoneal  cavity,  but  the  inte^ines  were 
filled  with  fluid  faeces  and  gas.  In  the  second  case  the  dull 
note  could  be  produced  up  to  the  anterior  superior  iliac  spine ; 
the  resonance  appeared  when  the  patient  was  placed  on  bis 
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side,  and  on  post-mortem  examination  no  flaid  was  fonn<l  in 
the  peritoneal  cavity.  Dr.  Skcrritt  says  the  peculiurity  wais 
due  to  the  fact  that  the  gas  and  fluid  in  each  coil  of  intestine 
necessarily  obeyed  the  same  physical  law  as  do  the  gas-con- 
taining  intestines  and  the  free  flaid  in  ordinary  ascites — that 
is,  that  the  gas.  would  rise  to  the  top  in  whatever  position  the 
patient  lay»  and  the  faeces  would  fall  to  the  bottom.  The 
observation  is  an  important  one.  Fluid  in  the  loin  is  not 
invariably  present;  and  we  may  be  betrayed  into  a  declara- 
tion that  it  is  there  when  in  reality  it  is  not  there,  and 
when  the  signs  are  due  to  the  fluid  and  gas  within  the  intes- 
tine itself. 

Two  other  localising  symptoms  may  be  mentioned — the 
increase  in  the  indican  of  the  urine  found  by  Jappe  when 
the  small  but  not  the  large  intestine  is  obstructed ;  and  the 
second  described  by  Dr.  Barlow  in  "  Guy's  Hospital  Reports  " 
for  1844*  He  declared  that  urine  was  suppressed  just  in 
proportion  to  the  nearness  of  the  stoppage  to  the  beginning 
of  the  small  intestine,  and  that  this  does  not  occur  where 
the  large  intestine  is  engaged ;  but  this  is  not  invariably  true. 

Other  considerations  are  the  character  of  the  distension 
and  the  time  of  its  appearance.  It  is  naturally  somewhat  slow^ 
to  become  evident  when  the  mischief  attacks  the  large 
bowel,  but  once  it  begins  it  extends  rapidly.  In  the  case 
of  the  small  intestine,  if  the  obstruction  is  high  up,  the 
abdomen*  ought  not,  theoretically,  to  become  distended. 
But  even  here  other  things  happen  to  npset  our  expectations. 
If  peritonitis  supervene  we  may  expect  some  adhesions  or 
bendings  here  and  there  which  will  stay  the  passage  of  flatus 
to  the  anus,  or  the  injury  to  the  bowel  may  be  such  as  to 
produce  paralysis,  and  so  be  followed  by  the  accumulation  of 
gas  within  the  gut. 

To  all  these,  however,  we  must  add  for  consideration  the 
general   condition   of   our  patient,   tlie   character    of    the 
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facial  expression,  and  the  collapse  whicli  in  some  form  is 
always  present,  and  is  even  progressive. 

I  have  brought  before  you  a  series  of  tests  which  are 
generally  accepted  in  the  effort  to  clearing  up  the  problem 
before  us,  and  I  have  tried  to  point  out  their  individual  value. 
If  vre  were  able  to  apply  them  all  to  any  case  we  should 
probably  have  small  difficulty  in  dealing  with  it.  But  un- 
fortunately that  i&  not  so,  and  our  success  will  depend  upon 
the  ability  with  which  we  can  select  such  a  combination  of 
them  as  will  lead  us  aright.  I  place  the  greatest  value  upon 
vomiting  of  a  stercoraceous  nature,  but  we  should  not  fail  to 
avail  ourselves  of  every  possible  corroborative  element. 

Ton  have  gathered  from  what  I  have  said  that  I  wish  only 
to  deal  with  the  surgical  aspect  of  this  great  question.  I 
wish  to  start  from  a  recognition  of  the  affection,  and  leave 
oat  of  consideration  all  medical  treatment.  But  indeed,  in 
the  vast  majority  of  cases  of  acute  obstruction  to  which  I 
have  confined  myself,  there  is  no  room  whatever  for  medical 
treatment.  It  is  only  time  lost.  And  passing  first  to  what 
may  be  called  bloodless  surgical  interference — taxis — I  must 
declare  that  it  has  no  attraction  whatever  for  me.  Here  and 
thei*e  a  case  may  recover,  but  the  surgeon  ought  to  be  sure 
not  only  of  the  locality  of  the  obstruction,  but  also  of  the 
very  nature  of  it,  before  he  begins  to  manipulate  the  whole 
mass  of  intestines.  What  would  happen  if  a  nipped  bowel 
were  almost  gangrenous,  or  if  the  intestine  were  distended 
like  a  dram  1 

Two  days  ago  I  was  returning  the  bowel  in  a  case  of  large 
hernia,  when,  even  under  very  moderate  pressure  with  my 
fingers,  the  peritoneum  suddenly  snapped  with  a  sound  like 
a  small  explosion,  and  there  was  a  bleeding  rent  of  a  couple 
of  inches  long.  Would  this  be  a  desirable  injury  to  add  to 
tlie  peritoneum  in  a  case  of  acfitely  obstructed  intestine  t 
I  think  not. 
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The  whole  of  the  opposition  to  operation  in  these  cases  is 
based  upon  the  unfortunately  fatal  results  which  have  fol- 
}owed  it.  But  I  am  glad  to  say  that  these  are  becoming  less 
in  number  just  in  proportion  as  the  great  gravity  of  the 
affection  is  being  realised.  We  may  ask  in  return  what  pro- 
portion of  cases  not  operated  upon  recover  t  We  hear  of  the 
sloughing  away  of  a  volvulus  and  such  things,  and  the  patient 
gets  well.  But  how  manyt  These  things  are  practically 
miracles — they  are  contrary  to  the  course  of  nature.  We 
do  not  conduct  the  ordinary  affairs  of  life  on  the  supposition 
that  a  miracle  is  likely  to  happen ;  and  I  suppose  a  practi^ 
tioner  who  relied  on  medicine  to  cure,  say  a  strangulation^ 
would  be  horrified  if  it  were  put  to  him  that  that  is  practically 
what  he  is  doing.  Granted  the  recognition  of  the  character 
of  the  case,  there  is  only  one  thing  to  be  done,  and  that  is — to 
explore.  It  is  not  the  opening  of  the  abdomen  that  kills ;  it 
is  the  fact  that  that  is  usually  done  when  by  delay  everything 
is  arrayed  against  success. 
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Throat  and  Ear  Surgeon  to  the  Richmond  Hospital,  Dublin. 
[Read  in  the  Section  of  Surgery,  November  12, 1897.] 

The  time  ia  witliin  the  recollection  of  the  youngest  of  us 
when  intracranial  abscess  meant  certain  death.  To-day  it 
ig  not  too  much  to  say  that  with  proper  treatment  the 
chaDces  of  recovery  are  distinctly  in  the  patient's  favour. 
This  change  is  partly  the  result  of  the  spirit  of  investigation 
which  in  the  recent  past  has  dominated  the  work  of  our 
pibfession,  and  partly  to  the  genius  of  one  man,  whose 
achievements  have  been  something  for  the  rest  of  us  to 
wonder  at. 

Professor  Macewen  was  the  first  to  co-ordinate  and  ele- 
vate the  treatment  of  brain  abscess,  and  to  him  must  be 
ascribed  the  credit  of  having  shown  the  laws  to  which  the 
condition  is  subject  and  the  evidences  by  which  its  presence, 
from  being  a  matter  of  conjecture,  becomes  one  of  high 
probability.  For  my  own  part  I  must  express  my  indebted- 
ness to  him  for  any  knowledge  I  may  possess  on  the  subject, 
or  any  success  that  may  have  attended  my  efforts  in  this 
direction. 

I  hope  the  following  case  will  have  sufficient  interest  to 
warrant  my  bringing  it  under  notice :  — 

Casb. — M.  C,  aged  twenty-eight,  railway  guard,  was  admitted 
to  the  Hardwicke  Hospital  under  the  care  of  Dr.  O'Carroll  on 
September  2l8t,  1895,  having  been  sent  in  by  Dr.  O'Connell 
Redmond,  who  suspected  intracranial  mischief  as  the  cause  of 
his  malady. 
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Previous  History, — ^Fifteen  years  previously  he  nad  scarlatina. 
For  the  past  seven  years  his  left  ear  has  been  intermittently 
discharging  foetid  pus.     He  suffered  from  chronic  constipation. 

History  of  the  Attack, — The  discharge  from  the  ear  stopped 
on  September  15th  (that  is  seven  days  before  admission),  and 
he  was  attacked  by  violent  throbbing  headache,  principally  affect- 
ing the  left  side  and  occipital  region.  He  lost  appetite,  became 
thirsty,  shivered  repeatedly,  and  was  inclined  to  be  sick,  but  did 
not  actually  vomit. 

Condition  on  Admission, — ^The  patient  looked  dazed.  His 
pupils,  especially  the  ri^ht,  were  dilated,  but  reacted  slowly  to 
accommodation  and  to  light.  The  eyes  were  prominent,  the  lids 
not  touching  the  comeae.  The  tongue  was  covered  with  fiur, 
brown  in  the  middle  and  white  towards  the  tip  and  edges.  He 
was  perspiring  freely,  and  the  body  was  covered  with  a  sudanii- 
nous  rash.  He  complained  of  great  pain  in  the  abdomen^  espe- 
cially in  the  right  iliac  region.  A  loud  systolic  murmur  was  to 
be  heard  in  the  mitral  area,  and  could  be  followed  into  the  axilla. 
The  upper  angle  of  the  left  posterior  triangle  of  the  neck  just  at 
the  base  of  the  skull  was  very  tender,  especially  on  firm  pressure. 
His  stools  were  yellowish  and  fluid.  He  had  no  paralysis,  motor 
or  sensory. 

The  case  was  one  of  some  obscurity,  and  although  the 
likelihood  of  the  brain  being  affected  was  not  lost  sight  of, 
the  first  idea  was  that  it  was  a  case  of  severe  typhoid  fever  ; 
and  this  presumption  was  favoured  by  the  evidence  afforded 
by  the  character  of  the  stools,  the  tenderness  and  gurgling  in 
the  right  iliac  fossa,  and  the  absence  of  symptoms  that  could 
reasonably  be  taken  as  pointing  to  any  other  cause  for  the 
malady.  No  typhoid  rash,  however,  could  be  seen.  At  Dr. 
O'CarroU's  request  I  examined  him  on  September  30th. 

The  body  was  almost  constantly  bathed  in  sweat.  His  breath 
liad  a  very  disagreeable  odour,  and  the  teeth  were  covered  with 
sordes.  He  frequently  lost  consciousness,  was  unable  to  recognise 
his  relatives,  and  became  very  restless,  getting  out  of  bed  and 
tossing  the  clothes  about.  Cerebration  was  slow;  even  in  his 
more  lucid  moments  it  was  difficult  to  get  him  to  answer  ques- 
tions   coherently.     When  asked  his  address  he  gave  a  former 
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one,  and  he  was  ynable  to  name  familiar  objects,  though  he  under- 
stood and  could  tell  their  function.  Thus,  when  shown  a  buncli 
of  keys  he  could  not  by  any  effort  think  of  their  name,  though 
when  asked  what  they  were  for  he  had  no  hesitation  in  replying 
that  they  were  for  opening  locks  and  doors.  Similarly,  when 
shown  a  pocket  knife,  without  being  able  to  say  what  it  was,  he 
could  tell  that  it  ^was  useful  for  cuttin|2^  tobacco,  and  if  in  the 
same  moment  he  was  shown  a  plug  of  tobacco  he  had  the  same 
difficulty  in  naming  it  as  if  he  had  not  used  the  term  at  all.  Or  if 
one  persisted  in  the  question  he  might  call  it  an  overcoat  or  a 
walking  stick,  or  something  equally  absurd,  though  he  was  quite 
aware  it  was  used  for.  smoking  or.  chewing.  His  pulse  was 
feeble,  but  not  -frequent.  He  was  emaciating  rapidly  in  spite  of 
the  fact  that  he  took  fluid  nourishment  fairly  well.  He  com- 
plained of  thirst,  a  bad  taste  in  the  mouth,  and  of  frontal  and 
nccipital  headache.  He  was  on  one-  occ^ieQ  observed  to 
have  a  slight  degree  of  opisthotonos  during  a  rigor.  Opkth^- 
moacopic  examination  showed  that  he  had  double  optic  neuritis. 
The  urine  (sp..gr.  1037)  was  acid,  and  there  was  a  precipitate  of 
urates  and  a  trace  of  albumen,  but  no  sugar. 

His  temperature  was  now  taken  every  four  hours,  and  the 
differenee  between,  the  curve  on  the  ordinary  clinical  chart 
and  that  of  the  four-hourly  ehart  was  most  marked  and  most 
instructive.  The  ordinary  charts  whieh  for  curiosity's  sake 
was  marked  at  the  same  time,  showed  a  eurve  varying  two  or 
three  degrees  fcom  day  to  di^  without  any  regularity,  and  so 
devoid  of  character  that  absolutely  nothing  could  be  learnt 
from  its  inspection,  or,,  worse  still,  whatever  was  learnt  was 
wrong.  Some  idea  of  its  deception  may  be  formed  from  the 
fact  that  on  Octoher  3rd,  when  the  patient  was  at  his  woi'st 
when^  as  shown  by  the  four-hourly  ehart,  his  maximum  and 
nn'Tii7ii)^iTn  temperatures  for  the  day  differed  by  8'5°  F.,  the 
ordinary  chart  told  nothing  more  than  that  at  a  certain  hour 
in  the  morning  his  temperature  had  been  98^  F.,  and  in  the 
evening  99^  F.,  a  not  very  serious  condition  if  the  chart  was 
the  only  guide  to  one's  opinion.  This  is  as  good  an  illus- 
tration as  one  can  have  of  the  danger  of  using  ordinary  tem- 
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peratnro  charts  where  intracranial  pyogenic  trouble  is  sas- 
pected. 

On  examining  the  four-hourly  chart  it  will  he  seen  that  on 
the  days  immediately  ]»eceding  the  first  operation  there  is 
the  most  marked  similarity  between  the  sequence  of  events. 
On  each  day  the  moining  t^nperaiure  was  subnormal  bi'  a 
degree  or  even  two;  in  the  middle  of  the  day  a  rise  cmn- 
cident  with  rigor  occurred,  the  temperature  passing  104*  F., 
followed  by  a  fall  to  subnormal  again  as  night  approached. 


After  we  had  thus  observed  him  a  few  days  there  seemed 
lo  be  no  doubt  that  whether  he  had  typhoid  fever  or  not  he 
was  Buffering  ^m  intracranial  mischief,  the  result  of  the 
suppurative  ear  disease,  and  from  the  character  of  the  tem- 
perature chart,  the  tenderness  in  the  posterior  triangle  of  the 
neck,  and  other  symptoms,  a  diagnosis  was  made  of  sigmoid 
sinus  thrombosis. 

Firtt  Operation,  October  6th,  1895. — The  p&tient  being  too 
ill  for  removal  to  the  Surgical  Hospital  was  chloroformed  in  bed. 
A  vertical  incision  was  made  immediately  behind  the  left  ear, 
and  the  bone  removed  from  Binningham's  trian^e  with  mallet 
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-imd  gouge  UBtil  the  magtoid  antrum  was  exposed.  From  this 
cavity  a  qiifiiiiity  of  very  foetid  cholesteatomatous  debris  and 
granulation  tissue  were  removed,  and  exit  given  to  a  few  drops  of 
greenish  pus.  The  antral  walls  were  inspected,  but  no  matter 
could  be  seen  escaping.  The  bony  opening  was  then  enlarged 
backwards  imtil  the  groove  for  the  sigmoid  sinus  was  opened  up. 
The  sinus  was  of  a  dark  greenish  colour,  the  walls  softened,  and 
the  lumen  pluf^ed  with  a  septic  thrombus.  The  sinus  was  slit 
open  and  the  clot  scraped  away  with  a  Volckmann's  spoon.  The 
dura  mater  was  then  lifted  gently  away  from  the  bone  in  various 
directions.  An  abscess  was  foimd  on  the  cerebellar  aspect  of.  the 
petrous  bone,  and  about  two  drachms  of  foetid  pus  evacuated. 
This  was  probably  extradxural.  The  cavity  was  syringed  out  with 
carbolic  lotion,  a  drainage  tube  inserted,  and  the  outer  portion 
dressed  with  iodoform  gauze. 

The  patient  was  mucli  benefited  by  the  operation,  But  not 

so  much  as  we  expected.  The  temperature  was  loweCy  the 
pain  and  perspiration  less,  but  his  mental  condition,  re- 
mained blnired,  and  he  had  the  same  form  of  amnesia  and 
to  quite  the  same  degree  as  before  operation.  Professor 
Macewen  points  out  that  the  symptoms  of  extradural  abscess 
or  sigmoid  sinus  thrombosis  always  dominate  and  mask  those 
of  brain  abscess  when  they  occur  tc^ther,  and  that  it  is  not 
until  the  dural  oondition  is  relieved  that  reliable  evidence  of 
the  brain  abscess  can  be  obtained.  This  was  clearly  a  case 
in  point,  and  it  was  conclude  tfiat  there  was  yet  another 
lesion,  probably  brain  abscess,  unrelieved.  The  symptoms 
pointed  rather  towards  the  cerebrum  than  the  eerebellum 
as  the  seat  of  the  trouble ;  but  the  fact  that  I  had  already 
found  pins  in  the  cerebellar  fossa  warped  my  judgment  to 
the  extent  of  making  me  believe  the  cerebellum  to  be 
the  more  likely  place.  I,  however,  decided  to  place  the  ex- 
ploratory wound  so  as  to  have  aecess  to  both  cerebrum  and 
cerebellum. 

Second  Operation^  October  7th. — ^The  patient  being  still  too 
ill  for  removal,  this  was  also  performed  as  he  lay  in  bed.  »A 
trephine    hole    was    made    behind    and    above    the    mastoid 
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procesB,  opening  directly  oyer  the  lateral  sinus  so  that  access 
could  be  had  both  above  and  below  the  tentorium.  Great  care 
was  taken  to  pre^^^ot  contaminatten  from  the  mastoid  wound, 
which  was  now  discharging  foetid  pus,  A  hollow  needle  was 
passed  into  the  cerebellum  three  times  with  negative  ;result,  so 
it  was  decided  to  try  abore  the  tentoriunu  The  punctures  in  the 
dura  mater  were  therefore  sealed  by  being  liberally  sponged 
with  compound  tincture  of.  benzoin  to  entfure  against  oontaniin*^- 
tion  from  the  neighbouring  pus.  In  order  to  get  -quite  clear  of 
the  lateral  sinus,  it  was  found  necessary  to  enlarge  the- trephine 
hole^lightly  upwards  by  takisag  a  half  moon  out^of  its  upper  edge ; 
this  having  been  done,  the  temporo-sphenoidal  lobe  was  tried,  and 
at  the  third  ^insertion  of  the  needle  we.  were  rew^arded  by  the 
appearance  of  pus.  A  crucial  incision  was  made  in  the  dura 
mater  and  a  pair  of  catch  forceps  entered  along  the  track  of 
the  needle  and  withdrawn  with  the  blades  open.  Exit  was  thus 
pivenlooverft^ur  draclxnuei  of  Tiorrtbly  foetid  pus,  together  with 
numerous  brain  sloughs.  The  cavity  was  washed  out  with  weak 
carbolic  lotion  and  a  drainage  tube  inserted.  Notwtthstandin^ 
the  fact  that  he  had  a  mitral  mur-mur,  we  felt  -bound  at «  both 
operations  to  give  him  €hlor(^orm  rather  than  ether,  on  account 
of  the  unsuitability  of  the  latter  in  such  cases,  and  it  is  worth 
noting  that  he  took  the  ansBsthetic  perfectly. 

Aper-hisiory. — The  pulse-rate,  wliich  before  opei*Alion  was 
72,  rose  aft^r  evacuaition  of  the  abscess  to  96.  The  patient  made 
steady,  if  somewhat  slow,  progress  to  complete  recovery.  He 
complained  a  few  times  of  pain  in  various  points  of  the  chest ; 
he  had  slight  oeugh,  but  there  were  ne  physical  sigas.  Ten  days 
after  the  first  operation  there  was  no  albumen  in  the  urine  \  the 
temperature  was  normal,  and  so  remained  during  his  stay  in 
hospital,  except  lor.  three  temporary  rises,  dueon  two  -eocasions  to 
blocking  of  the  cerebellar  drainage  tube  by  sloughs,  and  on  the 
third  to  a  bud  of  granulation  tissue,  which  grew  into  the  lumen 
of  the  tube  through  a  hole  in  its  side.  From  the  beginning  of 
the  attack  until  about  October  15thr>-<-thatt  is,  for  about  a 
calendar  month-^his  mind  was  a  complete  blank.  He  remem- 
bered nothing  •  of  the  i  operations,  nor.  the  >  fact  •  that  he  had 
consented  to  their  performance.  He  slowly  recovered  from  his 
amnesia  by  first  being  able  to  name  more  familiar  objects  and 
afterwards  others.  Though  when  in  health  one  of  the  most 
placid  of  men,  during  convalescence  he  was  emotional  and 
excitable;  more  than  once  the  idea  possessed  him  that  indivi- 
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dual  nurses  Ead  treated  him  unkindlji  whereupon  he  denounced 
them  with  a  degree  of  fervour  and  sincerity  born  only  of  the 
deepest  conviction,  but  for  which  he  was  truly  penitent  when  the 
enormity  of  his  ofiTehce  was  later  on  brought  home  to  him.  The 
temporo-sphenoidal  (kainage  tube  was  removed  before  many 
days;  the  tube  to  the^oerefoellar  fossa  was  keprt  in  for  several 
weeks,  and  withdrawn  very  gradually.  The  wounds  were  quite 
dry,  and  there  was  no  appearance  of  discharge  from  the  ear. 
On  November  14th  he  was  allowed  up.  The  rapidity  with  which 
he  lost  flesh  during  his  iQness  was  only  exoeeded  by  the  rate  at 
which  he  fattened  during  convalescence. 

Vision. — On  December  2nd  his  field  of  vision  was  examined 
by  Mr.  Swanzy,  who  found  that  he  suffered  from  incomplete  right 
homonymous  hemianopsia,  due  probably  to  impHcatioo  of 
some  of  the  optic  radiations  in  the  temporo-sphenoidal  lobe. 
Six  weeks  later  this  hitd  so  far  improved  as  not  to  interfere  with 
the  performance  of  his  duty  as  a  railway  man. 

Epileptiform  •  Seizures. — On  December  14th,  189^,  he  was 
discharged  from  hospital,  and  a  couple  of  weeks  afterwards 
returned  to  his  work,  where  he  is  still  employed,  though  not  as 
guard.  On  two  oceasi(»i8  subsequent  iK>  "his  leaving  hospital 
he  was  attacked'  by  epileptiform  convulsions.  On  February 
11th,  1896>  while  at  work  his  head  swam  and  ached ;  on  getting 
home  he  became  faint,'  and  the  head  and  eyes  were  involuntarily 
turned  towards  the  right  as  if  trying  to  look  over  the  shoulder, 
the  arms  and  legs  got  stiff,  his  skin  greatly  congested,  and  he 
lost  consciousness  for  fifteen  minutes,  after  which  interval  he 
recovered.  The  second  attack  happened  about  six  weeks  later, 
and  was  of  a  similar  type.  It  would  seem  as  if  these  two 
seizures  were  in^.some  way  dependent  on  the  state  of  his  bowels. 
On  both  occasions  he  was  badly  constipated,  and  was  completely 
relieved  by  purging.  Since  he  has  paid  mere  attention  to  his 
habits  he  has  not  for  over  twelve  months  been  similaiiy  troubled. 

Mental  Condition. — He  is  at  the  present  time  in  full  posses- 
sion of  all  his  faculties.  The  ear  is  perfectly  dry,  and  he  is  able 
to  diseiiarge  with  efficiency  his  duty  as  keeper  of  a  railway  crossing. 


Thb  President  congrntulated  Mr.  Woods  on  thfe  result  which 
had  attended  his  operation.  Such  cases,  so  far,  bad  not  always  been 
St)  satisfactory. 

Sir  Thornley  Stoker  said  he  rose  principally  for  the  purpose 
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of  coroplimenting  Dr.  Woods.  He  (Sir  Thomley)  had  seen  tlie 
case,  and  oould  bear  testimony  to  the  exact  and  very  modest  report 
which  Dr.  Woods  had  made  of  his  work  in  connection  with  it. 

Dr.  Finnt  asked  whether  at  the  time  when  the  pus  was  being 
cleared  out  of  the  lateral  sinus  or  any  abscess,  the  attention  of  the 
surgeon  should  be  then-  and   there  directed  to  the  ear  with  ttie 
object  of  trying  to  remove  any  disease  there. 
Dr.  Fracer  spoke. 

Mr.  Pratt  would  like  to  ask  Mr.  Woods  why  he  had  preferred 
to  use  a  mallet  and  chisel. 

Mr.  T.  Mtles  joined  with  the  others  in  congratulating  Mr. 
Woods.  Mr.  Ptatt  had  asked  a  question  about  the  mallet  and 
chisel.  Well,  this  was  one  of  the  first  operations  of  the  kind  that 
had  been  performed,  and  the  equipment  now  used  for  the  opera- 
tioiv  was  fiot  then  to  the  fore.  Mr.  Woods  had  since  that  operated, 
with  a  burr. 

Mr.  M^Ardlb  said  that  he  had  seen  Mr.  Woods  use  the  mallet 
and  gouge;  He,  himself,  preferred  the  gouge.  There  was  a  great 
difficulty  in  guiding  the  electric-  burr. 

Mr.  FiTzaiBBON  said  that  the  question  as  to  the  use  of  the  gou^e 
or  the  use  of  a  burr,  or  the  use  of  a  trephine,  must  depend  to  a 
great  extent  on  what  is  found  after  the  incision. 
Mr.  Lentaione  also  spoke. 

Dr.  a.  R.  Parsons  said  that  he  (.Dr.  Parsons)  would  like  to  know 
from  Mr.  Woods  what  reason  he  had  for  believing  that,  while  the 
patient  might  have  been  suffering  from  abscess  of  the  brain,  alrend y 
general  infection  of  the  blood  supply  had  not  taken  place,  and  thnt 
the  patient  was  not  suffering  from  ulcerative  endocarditis. 
Dr.  Harvey  spoke.. 

Dr.  R.  Lane  Jotnt  said  he  would  like  to  ask  Mr.  Woods  wh«^n 
he  opened  the  mastoid  bone  and  e3&posed.the  lateral  sinus  in  wliat 
stMte  he  found  the  thrombus,  and  if  it  was  septic  at  the  time.  If 
it  was  septic,  he  (Dr.  Joynt).  supposed  that  Mr.  Woods  would  have 
opened  tlie  jugular  vein  in  the  neck  below.  Whether  the  con- 
sideration occurred. to  him  that  concussion  of  the  brain  occurs  in 
the  use  of  chisel  and  mallet. 

Mr.  Crolt  said  that  he  had  to  join  with  the  previous  speakers 
in  offering  his  congratulations  to  Mr.  Woods. 

Mr.  Patfeson  said  that  there  was  one  point  to  which  he 
wished  to  refer,  that  was  as  to  the  advisableness  of  usinji:  tlie 
trephine,  or  the  gouge,  or  tlie  electric  burr.     He  believed  that  the 
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pouge  was  ao  instrument  admirably  adapted  to  the  purpose,  and 
ooald  be  regulated  very  distinctly,  and  was  altogether  a  much 
better  instrument  than  the  burr. 

Mb.  Woods  replied*  Dr.  Jojnt  had  asked  what  was  done 
with  the  clot  in  the  lateral  sinus.  His  reply  was,  that  he  had 
cleared  out  the  lateral  sinus  as  far  as  he  could  reach  it.  He  did  not 
tie  the  internal  jugular  vein,  and  he  thought  that,  perhaps,  it  would 
have  been  better  if  he  had  done  so.  Mr.  Tobin  had  asked  how 
to  deal  with  the  primary  fault  in  the  ear.  The  procedure  which 
be  (Mr.  Woods)  adopted,  and  the  one  which  he  considered  the 
correct  one,  was  Macewen's — first  to  get  at  the  mastoid  antrum, 
then  inspect  it  after  cleaning  it  out.  Mr.  Pratt  had  instituted  a 
question  between  mallet  and  chisel  and  trephine.  Well,  in  these 
cRses,  it  is  comparatively  rare,  in  fact  hud  never  occurred  to  him 
(Mr.  Woods),  to  find  softening  of  the  mastoid  bone  in  cases  of 
intracranial  abscess,  and  he  thought  that  the  reason  why  there 
was  intracranial  abscess  at  all  was  because  the  bone  was  so 
hard  that  tlie  pus  could  not  get  out,  and,  therefore,  it  was  precisely 
in  these  cases  that  there  was  the  greatest  difficulty  in  getting  through 
the  bone,  because  there  was  a  sclerosing  osteitis  set  up  which 
ebamated  the  mastoid  process,  and  made  it  exceedingly  difiicult  to 
get  througli,  and  it  was  in  these  cases  that  the  burr  is  so  useful.. 
The  possibility  of  causing  concussion  of  the  brain  by  blows  of 
the  mallet  was,  he  thought,  a  remote  one. 


ON  TWO  CASES  OF  TETANUS  SUCCESSFULLY 
TEEATED  WITH  ANTITOXIN. 

Bv   ROBERT  GLASGOW  PATTESON,  M,B.  Univ.  Dcbf^  ; 

Fellow  aad  Examiner  in  Surgery,  Royal  College  of  Satgeons  Ireland ; 

Surgeon  to  the  Meath  Hospital  and  County  Dublin  Infirmary. 

[Reiftd  in  the  Section  of  Surgery,  December  10,  1897.] 

In  introducing  to  you  what  amounts  to  a  discussion  on 
the  subject  of  the  treatment  of  tetanus,  it  is  not  my  inten- 
tion to  trespass  at  any  length  on  your  patience.  The 
treatment  of  acute  infective  processes  by  means  of  serum 
injections  is  still  so  far  in  its  infancy  that  but  little  iR 
definitely  known  as  to  the  ultimate  results  obtainable,  and 
therefore  every  contribution  to  the  subject  has  its  merits 
enhanced  by  the  uncertainty  that  surrounds  the  issue. 
The  theory  on  which  the  treatment  is  based  is  familiar  to 
you  all;  and  €ts  my  object  in  bringing  these  cases  before 
you  is  to  elicit  information  from  the  experience  of  others, 
and  not  to  ventilate  any  crude  opinions  of  my  own,  I  shall 
deal  with  them  as  briefly  as  possible. 

Cask  I. — N.  C,  aged  fourteen,  was  admitted  to  the  lleath  HospitMl 
on  13th  August,  1896,  having  been  sent  in  by  Dr.  Davy  as  a  case 
of  incipient  tetanus.  The  following  history  wis  elicited  : — About 
twelve  days  previously  lie  had  trodden  on  a  thorn,  which  enlered 
the  web  between  the  first  and  second  toes  of  hia  right  foot.  The 
thorn  was  removed,  and  no  pain  or  trouble  was  experienced  nntil 
after  the  expiration  of  a  week,  when  a  small  sinus  opened  between 
the  two  toes  on  the  inner  aspect  of  the  second,  and  commenced  to 
discharge  a  thin  serous  fluid.  This  spot  was  slightly  tender.  Four 
days  later — that  is,  eleven  days  after  the  receipt  of  the  injury — he 
noticed  his  jaws  beginning  to  stiffen,  and  complained  of  vague 
pains  in  his  back.  On  admission  trismus  was  well  marked — the 
power  of  separating  the  teeth  being  limited  to  half  an  inch ;  he 
could  not  eat,  bat  could  take  large  quantities  of  liquid  nourishment. 
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Tlie  abdomea  was  hard,  the  neck  muscles  stiff,  so  that  he  carriMl 
his  head  awkwardly.     Tempeniiure  98*8^;     pulse  normal.     No 
siiasms  had  hitherto  occurred.     He  wa»  placed  in  a  wai'd  by  him- 
self, and  a  ftpecial  mirse  appointed.     He  slept  fHirly  well  during, 
the  early  part  of  the  nitgfat,  hnt  at  6  a.m*.  the  foUowin^r  momiog  a 
sievere  clonic  spasm  with  intense  pain  developed.     When  I  shw 
him  later  on  the  rigidity  was  well  marked,  the  hend  retracted,  the 
back  arched,  the  abdomen  tense  as  a  board,  while  the  recti  stood 
out  on  either  side  like  Id^*  muscles  of  a  g^diaitor.     Bi^us  sardooiciis 
was  typically  present.     Any  effort  to  speak  caused  spasm*  of  the 
facial  muscles,  and  barely  the  lifr  of  the  tongue  coukl  be  protruded 
between  the  teeth.     Fifteen  grains  of  dried  serum — the  only  kind 
immediately  available — were  injected  intO'  the  mtiscles  of  the  back, 
but  owing  to  it»  insolability  a  large  proportion  of  this  failed  to  pass 
through  the  syringe.    A  well-marked  spasm  occurred  at  the  time, 
and  the  boy  was  evidently  in  great  pain.     Subsequently  a  supply 
of  the  liquid  serum,  prepared  art  the  Fasteur  Institute,  was  obtained 
through  Messrs.  Fannin,,  and  this  form  alone  was  afterwards  em- 
ployed in  both  cases.     The  serum  is  put  up  in  Aasks,  each  containing 
10  cxm.,  which  is  the  dose  for  a  single  injection.     The  wound  in 
the  foot  WHS  carefully  examined.     Some  of  the  serum  was  dried  on 
cover-glasses  and  stained  for  bacilli,  but  with  negative   results. 
After  careful  and  thorough  diMin*feotioD  the  wound  healed  slowly 
and  without  incident.     Two  further  injections  were  given — one 
at  4  p.m.,  and  one  at  8  p.m.     The  evening  temperature  was  normal. 
In  addition  to  the  antitoxin,  a  drachm  of  chloral  and  a  drachm  of 
potassium  bromide,  divided  into  fom*  deses,  were  given  during  the 
night.     Thirteen  spasms,  varying  in  severity,  occurred  during  the 
rame  period,  the  greater  number  between  11  p^m.  and  2  a.m.     He 
slept  well  in  the  intervals  and  perspired  profusely. 

The  next  day,  and  indeed  throughout  the  remainder  of  his  illness, 
the  pulse  and  temperature  remained  normal,  nor  was  there  much 
dyspnoea  during  the  spasms.  Three  injiections  of  serum  (30  c.cm. 
in  all)  were  given  during  the  day,  and  three  doses  of  the  bromide 
and  chloral  during  the  night.  He  had  eight  spasms,  none  of 
marked  severity,  and  passed,  on  the  whole,  a  good  night.  The 
following  day,  Sunday,  16tb,  three  injections  were  also  given  and 
the  bromide  and  chloral  discontinued.  He  had  six  spasms  before 
2  a.m.,  the  last  of  marked  severity,  the  end  of  the  tongue  being 
almost  bitten  through.  After  3  a.m.  he  slept  well.  Briefly 
summarised,  the  rest  of  the  history  is  as  follows : — 
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17th. — Three  injections  as  before  ;  foarteen  spasms  at  intervals 
during  the  night. 

18th. — ^Two  injections  daring  the  day;  some  slight  spasms; 
twelve  spasms  during  the  night. 

19th. — ^Two  injections  ;  trismus  le^s  pronounced  ;  can  protrude 
the  tongue  a  little ;  three  spasms  during  the  day  and  nine  during 
the  night. 

20th.— Two  injections  given.  Was  able  to-day  to  eat  a  little 
bread  and  butter.  Three  slight  spasms  dnring  the  day,  and  one 
severe  spasm  daring  the  night ;  slept  well. 

21st. — Two  injections.  All  the  symptoms  show  improvement; 
the  rigidity  is  much  less,  and  the  spasms  less  frequent  and  le^s 
severe — only  three  during  the  twenty-four  honrs. 

22nd. — ^Two  injections;  had  a  good  day,  but  had  nine  slight 
spasms  during  the  night. 

23rd. — No  injection  given ;  six  slight  spasms  during  the  night. 

24th. — Three  injections  given,  as  the  spasms  had  been  increasing 
in  freqaency ;  one  very  slight  spasm  during  the  night. 

After  this  date  no  more  injections  of  serum  were  given.  In  all 
twenty-three  had  been  administered.  The  following  night  he  had 
two  very  slight  spasms. 

On  the  night  of  the  26th — the  second  night  after  stopping  the 
injections — the  spasms  recurred,  seven  in  number,  and  potassium 
bromide  was  again  resorted  to.  Two  nights  later  one  very  slight 
8pasm  occun*ed,  but  after  that  convnlescence  was  uninterrupted 
and  rapid.  He  was  allowed  up  on  the  30(h  of  August,  seventeen 
days  after  admission.  For  a  couple  of  days  afterwards  any  sudden 
shock  or  noise  would  bring  on  a  slight  spasm,  lasting  only  a  few 
seconds.     A  few  days  later  he  was  sent  home  perfectly  well. 

Case  II. — J.  K.,  aged  nineteen,  a  gardener,  was  admitted  to  the 
Meath  Hospital  on  the  11th  of  August,  1897.  He  gave  the  following 
history : — About  a  fortnight  previously  he  got  a  fall  off  a  cart, 
injuring  his  right  knee.  The  skin  was  broken  and  it  did  not  heal 
up,  although  he  was  not  prevented  from  following  his  usual  occupa- 
tion. A  few  days  ago  he  noticed  the  muscles  of  his  neck  becoming 
stiff,  and  found  that  he  could  not  masticate  freely,  and  as  these 
symptoms  were  gradually  increasing  he  sought  relief  at  the  hospital. 

On  admission  he  presented  well-marked  rigidity  of  the  spinal 
muscles,  cervical  and  dorsal.  The  back  was  arched,  the  head 
thrown  back,  the  abdominal  muscles  rigid  and  prominent,  th^  risus 
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sardonicas  was  pronounced,  and  only  the  tip  of  the  tongue  could  be 
protruded  between  the  teeth.  His  temperature  was  101*8°;  pulse 
80.  Spasms  were  tolerably,  frequent  but  not  severe.  The  patient 
was  isolated,  and  an  injection  of  10  com.  of  serum  was  given  at  . 
noon,  and  again  at  5  p.m.  He  was  able  to  take  fair  quantities  of 
beef-tea  and  milk,  and  slept  well  during  the  night.  The  following 
morning  the  temperature  had' fallen  to  99"',  the  pulse  was  quieter — 
64 — but  the  spasms  had  been  frequent  and  trismus  was  more  marked. 
Three  injections  were  given  during  the  day.  The  arching  of  the 
back  and  the  abdominal  rigidity  were  more  marked.  The  evening 
temperature'  was  100*6°  ;  pulse  64.  The  spasms  were  less  marked 
in  intensity  during  the  night,  and  he  slept  at  intervals.  In  tiie  : 
morning  the  temperature  was  normal.  The  wound  on  the  knee, 
which  had  previously  been  carefully  cleansed,  was  now  thoroughly 
cauterised  with  pure  carbolic  acid,  the  eschar  involving  a  consider- 
able area  of  the  healthy  tissues  around.  There  was  no  discharge 
from  the  wound. 

On  the  13th — the  third  day  after  admission — only  two  injections 
were  given,  as  the  supply  had  run  out.  He  continued  to  take  large 
quantities  of  nourishment,  as,  although  the  teeth  were  tightly 
clenched,  he  was  able  to  swallow  fluids  freely  through  some  existing 
g}ips.  During  the  twenty-four  hours  he  took  2^  pints  of  milk, 
2  pints  of  beef-ten,  and  an  egg  beaten  up.  On  the  following  day —  ' 
the  14th — three  injections  were  given,  and  his  condition  in  every 
way  showed  signs  of  improvement.  The  trismus  was  less  marked, 
the  spasms  were  diminishing  in  frequency  and  in  intensity,  and  he 
was  altogether  brighter  and  more  cheerful. 
On  the  15th  only  one  injection  was  given. 

On  the  16th — the  sixth  day  after  admission — his  temperature 
rose  to  101*6°.  Serum  was  administered,  and  the  whole  surface 
of  the  body  was  sponged.  The  temperature  rapidly  fell  to  100^.  A 
second  injection  was  given  in  the  afternoon,  ami  another  in  the 
evening — 11  30  p.m. — at  which  hour  his  temperature  was  normal. 
He  passed  a  good  night,  and  the  following  morning  showed  signs 
of  decided  improvement :  the  rigidity  was  much  less,  the  spasms 
slighter,  and  occurring  only  at  rare  intervals,  and  the  tongue  could 
be  protruded  for  about  half  an  inch  between  the  teeth.  From  this 
date  his  condition  daily  improved,  and  no  further  injections  were 
given.  He  had  got  in  all  thirteen  injections,  which,  as  in  the 
previous  case,  were  administered  deeply  into  the  muscles  of  the 
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back  and  the  gluteal  region,  and  in  no  instance  gave  rise  to  anj 
local  or  constitutional  reaction. 

On  the  23rd — twelve  days  after  admission — he  was  sent  to  the 
Convalescent  Home,  and  after  a  fortnight  spent  there  was  able  to 
resume  his  employment  in  perfect  health. 

Such,  in  brief  oufliae,  is  the  essential  history  of  these 
two  cases.  I  am  quite  aware  that  they  are  open  to  the 
obvious  criticism  that  they  belong  to  the  type  of  tetanus 
which  would  recover  if  left  to  the  vis  medicatrue  Naturce 
alone.  I  can  only  answer — I  have  seen  cases  of  tetanus 
with  no  more  pronounced  symptoms  rapidly  run  to  a  fatal 
termination ;  and  one  is  not  justified  in  standing  idly  by 
while  a  remedy  full  of  promise  lies  ready  at  hand. 

Whether  the  future  will  justify  our  hopes  can  only  be 
eistimated  by  the  conscientious  record  of  every  case,  and 
it  is  in  the  desire  to  help  this  end  that  I  lay  these  before 
you.  At  any  rate,  in  this  direction  of  serum  therapeutics 
lies  at  present  all  our  hope  of  combating  some  of  the  most 
terrible  infective  ills  that  humanity  can  ever  suffer  from. 


NOTES  ON  TETANUS. 
By  J.  KNOX  DENHAM,  L.R.C.P. ; 

Medical  Officer,  Doanybrook  Dispensary. 
[Read  in  the  Section  of  Surgery,  December  10,  1897.] 

Very  rea.sonabIy  it  was  hoped  that  the  di.scovery  of  tetanic 
antitoxin  wonld  be  followed  by  as  brilliant  results  as  those 
that  have  been  obtained  by  diphtheritic  antitoxin  serum. 

That  these  hopes  have  been  disappointed  must  be  admitted. 
I  do  not  propose  to  weaiy  you  with  the  sbitistics  of  recorded 
cases  to  prove  this,  but  will  shortly  refer  to  a  case  in  my  o^ti 
practice,  and  lay  before  you  my  views  as  to  the  reason  in  this 
case,  as  in  so  many  other  cases,  tetanic  antitoxin  serum  must 
cejise  to  be  regarded  as  a  s})ecific  cure  in  tetanus.  • 

My  patient  was  a  gentleman  from  the  North  of  Ireland,  thirty- 
six  years  of  age,  very  muscular  and  healthy,  but  of  decidedly 
intemperate  habits.  Ten  days  after  a  fall  on  the  back  of  the 
head,  which  caused  a  small  wound,  the  first  symptoms  of 
tetanus  developed.  Within  twelve  hours  of  the  first  tightness 
of  the  jaws  I  commenced  injections  of  anti-tetanic  serum.  He 
grew  gradually  worse  for  the  next  four  days,  the  convulsions 
being  terrible  to  witness,  and  almost  incessant.  There  was 
complete  rigidity  of  the  jaws ;  the  act  of  swallowing  always  pro- 
duced a  spasm.  On  the  fifth  day  a  distinct  improvement  was 
noticed,  the  convulsions  becoming  less  frequent  and  less  severe ; 
the  jaws  became  relaxed.  On  the  seventh  day  of  the  disease  the 
symptoms  of  tetanus  had  practically  ceased  to  exist,  he  was  able 
to  fully  open  the  mouth  and  take  food,  and,  for  the  first  time 
since  his  illness,  was  able  to  pass  water  without  a  catheter. 
All  appeared  to  be  going  well,  but,  unfortunately,  his  heart  now 
began  to  fail,  and  he  died  very  peacefully  on  the  eighth  day  from 
the  first  manifestation  of  the  disease.  From  the  commencement 
till  the  seventh  day  he  received  a  hypodermic  injection  of  the 
specific  serum  every  sixth  hour,  and  large  doses  of  chloral  to 
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overcome  the  persistent  sleeplessness.  The  patient  all  through 
asserted  that  the  injections  gave  him  great  relief,  and  although 
I  am  prepared  to  admit  that  the  antitoxin  serum  had  in  this  case 
a  modifying  effect  on  the  disease,  I  cannot  regard  it  as  a  reliable 
curative  agent  in  any  way  comparable  to  anti-diphtheritic  serum. 

The  reasons  are  as  follow : — 

The  presence  of  (lij)htheria  is  betrayed  at  the  very  eoui- 
mencement  of  the  infection  by  the  constitutional  s\inptonis, 
and,  above  all,  by  the  appearance  of  the  false  memhnine  on 
the  fauces,  &c.  The  success  of  the  antitoxin  treatment  in 
the  disease  dejiends  lartrely  on  the  fact  tliat  we  are  enabled  to 
commence  specific  treatment  ahnost  jyari  passu  with  the 
absorption  of  the  specific  virus. 

In  tetanus  the  circumstances  are  totallv  different.  The 
presence  of  the  s[)ecific  virus  does  not  betray  itself  until  it 
has  already  reached  the  central  nen'ous  system,  and,  there- 
fore,  until,  so  to  s^ieak,  the  system  is  saturated  with  the* 
virulent  microbic  product. 

In  fact,  the  stage  of  the  disease. atj  which  tetanus  is  first 
observed  coiresponds  >\'itli  what  is  known  as  post-diphtheritic 
paralysis.  And  what  would  we.  think  if  si>ecific  anti- 
diphtheritic  treatment  were  deferred  until  the  paralytic  st«gi* 
is  reached  ( 

One  may  say  that  in  tetanus .  a  suppurating  wound  is,  pre- 
sent. No  doubt ;  but  how  are  we  to  tell  that  the  s[)ecific 
product  lurks  in  the  recesses  of  the  wound.  The  true  role  to 
be  played  by  anti-tetanic  serum  is  immunising  and  i)reveiita- 
tive  rather  than  curative,  should  the  surgeon  have  to  deal 
with  lacerated  wounds  or  compound  and  comminuted  fractures 
which  have  been  soiled  with  earth,  manure,  or  the  like,  or 
with  such  punctured  wounds  as  are  occasioned  by  rusty  nails 
or  splinters  of  wood^ — cases  which,  j)erhaps,  only  come  under 
obsen^ation  some  days  after  the  infliction  of  the  injury,  and 
which,  iHjrhaps,  arc  in  an  intensely  suppurating  condition,      i 
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llicse  are  the  cases  in  whicli  antitoxin  senim  receives  its 
legitimate  aud  most  suitable  application,  and  in  such  cases 
one  may  confidently  assert  that  while  the  injection  of  the 
immunising  serum  will  do  no  harm,  it  may  ward  off  a  great 
rlisaster.  Tiiie,  we  cannot  sav  in  any  individual  case  that 
the  tetanus  microbes  are  present,  but  I  think  it  may,  never- 
theless, be  asserted  that  the  surgeon  who  has  treated  a  large 
number  of  cases  of  this  kind  with  anti-tetanic  serum,  and  has 
not  seen  tetanus  develoj),  may  attribute  this  satisfactory 
result  to  the  use  of  the  specific  serum. 

In  conclusion  I  would  point  out  that  the  gi'eatest  scoj)e  for 
the  usefulness  of  anti-tetanic  serum  is  on  the  field  of  battle ; 
and  were  it  mv  dutv  to  attend  wounded  men  who  had  fallen 
in  a  cavalry  charge,  I  would  consider  the  use  of  the  serum  as 
'Ml  essential  and  necessary  part  of  the  treatment  of  such  cases. 


A  CASE  OF  "CEPHALIC"  OR  "HYDROPHOBIC 

TETANUS— RECOVERY. 

By  henry  CROLY,  M.D.,  B.Ch.,  Dub.  Univ. 

[Read  in  the  Section  of  Surgery,  Desember  10,  i897.] 

Case. — Mr.  S.,  while  driving  his  horse  and  trap,  was  upset 
and  thrown  violently  to  the  ground,  sustaining  ver>*  severe 
wounds  on  the  right  side  of  the  forehead,  and  was  picked  up  in 
an  unconscious  condition.  The  wounds  were  dressed,  and  all 
went  well  until  the  sixth  day,  when  erysipelas  set  in,  accom- 
panied with  violent  delirium.  He  recovered  from  this,  but 
about  a  fortnight  later  he  noticed  one  morning  that  the  right 
side  of  his  face  **  drooped,"  had  soreness  and  difficulty  in 
swallowing,  stiffness  about  the  jaw,  and  inability  to  open  his 
mouth  as  wide  as  usual.  The  following  night  he  was  awakened 
from  sleep  by  severe  cramps  in  the  abdomen  and  legs,  his 
mouth  shut  with  a  sudden  snap,  catching  his  tongue  between 
his  teeth  ;  in  this  condition  his  relatives  found  him  and  disen- 
gaged his  tongue  by  forcing  a  spoon  between  his  teeth.  He 
complained  at  times  of  an  excruciating  pain,  referred  to  a  point 
midway  between  the  umbilicus  and  symphysis  pubis,  and 
travelling  directly  backwards  to  the  spine. 

When  I  saw  the  patient  I  found  him  in  the  following  condi- 
tion:— On  the  right  side  of  the  forehead  there  were  several 
wounds,  in  a  very  unhealthy  condition,  covered  with  scabs  and 
retaining  beneath  a  considerable  amount  of  pus.  He  had 
paralysis  of  the  seventh  nerve  on  the  right  side.  The  left  side 
was  in  marked  contrast  to  the  left,  being  in  a  state  of  tonic 
contraction;  the  forehead  wrinkled;  the  palpebral  fissui-e 
narrowed ;  the  angle  of  the  mouth  drawn  upwards  and  onwards, 
giving  to  that  side  of  his  face  the  peculiar  "  tetanic  expression." 
The  trapezii  and  stemo-mastoids  stood  out  prominently ;  a 
sulcus  existed  in  the  middle  line  of  the  neck,  bounded  on  either 
side  by  the  prominent  anterior  bellies  of  the  digastrics  and 
genio-hyoids.  With  the  exception  of  the  latissimus  dorsi,  which 
was  occasionally  hard  and  somewhat  painful  to  the  touch,  the 
thorax  and  upper  extremities  were  not  involved.    He  had  marked 
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opisthotonos.  The  abdomen  was  flat  and  extremely  hard,  with 
the  recti  abdominis  standing  out  prominently  on  each  side  of 
the  mesial  plane.  He  suffered  from  severe  ex9,cerbations  of 
the  spasms,  and  during  these  the  lower  Umbs  were  violently 
abducted  causing  great  pain  and  a  feeling — to  use  his  own 
expression — **  as  if  he  were  going  to  divide  in  two."  The  urine 
was  normal  and  passed  regularly  ;  the  bowels  obstinately  con- 
fined ;  perspirations  profuse  ;  temperature  fluctuating  between 
98-6**  and  99-8<*  F.     He  took  nourishment  well. 


The  case  at  fii*st  somewhat  puzzled  me.  I  knew  he  was 
suffering  from  tetanus,  but  had  never  seen  it  associated  with 
facial  paralysis;  but  on  consulting  Dr.  Gowers'  work  on 
Nervous  Diseases  I  found  he  described  a  case  almost  identical 
with  mine,  which  he  calls  "  cephalic"  or  "  hydroi)hobic " 
tetanus — "cephalic"  on  account  of  its  association  with  ex- 
tensive head  injuries/'  •*  hydrophobic "  on  account  of  the 
great  soreness  about  the  mouth  and  difficulty  in  swallowing. 
He  explains  the  facial  paralysis  as  reflex  from  the  fifth  nei*ve. 
which  was  injured  at  the  time. 

I  cannot  view  as  satisfactorv  Dr.  Gowers'  theorv  as  to  the 
causation  of  the  facial  paralysis — namely,  that  it  is  reflex 
from  the  fifth  ner\'e — as  I  do  not  understand  what  that  means ; 
but  it  seems  to  me  that  as  the  paralysis  in  this  case  was  of  a 
transient  nature,  that  there  are  two  possible  ways  in  which  it 
might  occur.  Firstly^  that  the  fall  which  occasioned  such 
severe  injuries  to  the  head  might  have  caused  a  fracture  of 
the  petrous  portion  of  the  temporal  bone,  and  that  the 
paralysis  was  due  to  inflammatory  exudation  pressing  upon 
the  nerve,  which  became  absorbed  when  the  bone  united,  and 
so  removing  the  jiressure  the  paralysis  ceased.  Secondly,  that 
the  paralysis  was  due  to  the  action  of  the  tetanus  toxine  on 
the  facial  nuclei;  but  the  paralysis  being  unilatenil,  it  is 
improbable  that  the  toxine  would  act  on  nucleus  and  leave 
the  other  intact,  especially  as  the  facial  nuclei  are  in  such 
close  proximity  to  each  other. 
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Treatment — ^Locally  hot  boracic  stuiK?s,  and  subsequently 
dry  dressing ;  tetanus  antitoxin  in  the  form  of  dried  seruin 
was  given  liypodermically  in  gramme  doses  dissolved  in  two 
drams  of  sterilised  distilled  water  once  daily;  after  three 
days,  not  finding  any  improvement,  this  treatment  was  dis- 
continued, symptoms  in  no  way  abated.  Chloral  hydratt* 
was  now  given  in  drachm  doses,  night  and  morning,  which 
certainly  did  good,  relieving  the  spasms  and  producing  sleep. 
From  this  on  the  ])atient's  condition  improved,  the  spasms 
getting  less  and  finally  ceasing,  the  facial  j)aralysis  disa}>- 
jwared,  and  the  j)atient  made  an  excellent  recover}'. 


The  following  discussion  took  place  on  tlietliree  preceding  papers 
on  tetanus : — 

Sir  W.  Thomson  said  they  were  accustomed  to  look  at  tetanus 
as  essentially  consisting  of  two  groups — one  acute,  and  one  rather 
regarded  as  chronic.  The  acute  cases  come  on  very  rapidly,  and 
run  fatal  courses  usually  within  a  few  days  ;  but  the  chronic  cases 
are  hopeful,  no  matter  what  treatment  is  adopted. 

Mr.  Henry  Gray  Ckoly  related  a  fatal  case  of  tetanus  which 
occurred  last  November.  The  patient  was  injected  with  antitoxin. 
He  had  tried  the  antitoxin  treatment  in  more  than  one  case  without 
any  benefit  whatever.  He  stated  that  he  had  often  noticed  yawning 
to  be  a  forerunning  symptom  of  tetanus. 

Sir  Thornley  Stoker  said  that  he  had  seen  Mr.  Denham's 
case  of  tetanus,  and  he  had  no  doubt  whatever  that  the  anti- 
toxin did  diminish,  or  at  times  even  abolish,  the  spasms.  At  the 
same  time  the  patient  died.  In  the  application  of  antitoxin  for 
tetanus  it  was  impossible  to  say  in  a  given  case  whether  it  was 
the  treatment  that  cured  the  patient  or  not.  He  related  an  acute 
case  of  tetanus  which  occurred  in  a  boy  aged  thirteen,  with  the 
most  frequent  and  violent  spasms  he  had  ever  seen,  with  one  ex- 
ception. He  saw  the  boy  on  the  sixth  day  after  the  injury,  and 
after  being  treated  with  the  rapid  exhibition  of  mercury,  and  by 
what  completely  allayed  the  spasms — the  inhalation  of  the  vapour 
of  nitrite  of  amyl — recovery  took  place.     Antitoxin  treatment  was 
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onlj  on  iU  trial,  and  it  was,  therefore,  yery  important  that  a  great 
bolk  of  cases  should  be  recorded. 

Mr.  Mtlks  said  he  liad  met  two  cases  of  tetanus.  Both  cases  re- 
covered. In  one  case  he  had  u.^ed  antitoxin.  Recovery  complete. 
He  thought  that  the  gradually-increasing  weight  of  evidence  was 
in  favour  of  antitoxin,  and  tliat  no  man  could  feel  that  lie  had  done 
his  duty  in  a  case  if  he  did  not  at  least  give  the  patient  a  chance. 

Mr.  M'Causland  related  a  case  of  tetanus.  The  patient  was 
struck  by  the  step  of  a  passing  car  on  the  leg^,  and  slight  wounds 
.were  inflicted.  He  was  dressed  in  Steevens'  Hospital  and  went 
out.  The  following  day  opisthotonos  was  well  marked,  and  spasms 
had  commenced  during  the  previous  night.  Under  an  an»sthetic 
the  skin  around  the  wounds  was  freely  excised,  and  at  the  same 
time  an  injection  of  ten  c.  grammes  of  French  antitoxin  was  given. 
At  that  time  he  (Mr.  M^Causland)  gave  a  very  bad  prognosi8. 
However,  the  patient  was  much  better  in  the  evening.  A  drachm  of 
bromidia  every  two  hours,  nourishment,  and  a  large  enema  were 
ordered.  Only  two  slight  spasms  occurred  after  recovery  from  the 
aniesthetic.  Recovery  was  complete  in  ten  days.  Mr.  M^Causland 
could  not  say  whether  it  was  the  antitoxin  or  the  excision  of  the 
skin  which  had  the  effect  of  curing  the  man. 

Sir  William  Stokes  said  that  he  had  been  deeply  impressed 
by  the  result  of  the  antitoxin  treatment  in  one  of  Mr.  Patteson's 
cases. 

Mr.  G.  Ja3ieson  Johnston  would  like  to  ask  Mr.  Knox  Denham 
if  there  was  any  facial  paralysis  in  his  case,  because  Sir  William 
Gowers  thinks  that  the  facial  paralysis  is  always  accompanied  by 
some  lesion  of  the  fifth  nerve.  He  (Mr.  Johnston)  thought  it 
was  more  of  a  passing  neuritis  which  passed  up  the  facial  nerve, 
which  became  paralysed  by  pressure  in  the  canal  at  the  time. 

Mr.  Lentaignk  said  he  hnd  treated  three  cases  of  tetanus  with 
mercury  and  chloral,  and  all  had  recovered,  whether  as  a  result  of 
the  treatment  or  not  he  would  not  venture  to  say.  He  had  used 
the  mercury  before  antitoxin  had  been  discovered,  but  just  after 
the  discovery  of  the  microbic  nature  of  tetanus.  He  had  used 
it  on  general  principles,  and  because  of  its  action  ou  the  whole 
system  in  syphilis  and  some  other  affections,  all  of  which  were 
then  believed  to  be  probably  of  microbic  origin.  The  chloral  was 
given  in  fifteen  or  twenty  grain  doses  every  third  hour  to  relieve 
spasms,  and  both  drugs  were  continued  so  long  as  any  symptoms 
appeared.  The  patient  was  rapidly  mercurialised,  and  then  kept  under 
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the  influence  of  the  drug  by  small  doses ;  }ie  also  kept  hot  carbolic 
and  sublimate  lotions  constantly  on,  and  in  the  neighbourhood  of 
the  wound  he  used  a  mixture  containing  1  in  40  carbolic  acid,  and 
1  in  1,000  or  2,000  corrosive  sublimate.  He  was  himself  very 
doubtful  as  to  the  value  of  the  antitoxin  as  at  present  manufac- 
tured, and  so  also  seemed  to  be  the  manufacturers  in  the  Pasteur  In- 
stitute, as  he  hnd  lately  seen  a  bottle  of  serum  on  the  label  of  which 
it  was  written  that  it  was  of  no  use  for  acute  tetanus,  andcoald  be 
of  use  only  in  chronic  tetanus.  He  considered  that  the  immediate 
and  efficient  application  of  antiseptics  to  the  wound  is  most  im- 
portant from  a  prophylactic  point  of  view. 

Professor  Bennett  drew  attention  to  the  fact  that  Mr.  Colles 
had  recommended  turpentine  as  the  proper  local  antiseptic  for  a 
tetanus  wound. 

Dr.  Finny  remarked  on  the  tendency  at  the  present  day  to 
overrate  treatment  by  serum  and  antitoxin. 

Mr.  Patteson,  replying,  said  he  had  employed  fluid  serum  pre- 
pared at  the  Pasteur  Institute.  Dried  serum  was  also  made,  and 
had  the  advantage  of  retaining  its  properties  better.  In  his  cases 
the  wounds  had  been  carefully  scraped  and  strongly  cauterised,  but 
he  did  not  think  that  much  could  be  gained  by  excising  the  wound 
where  the  symptoms  liad  already  developed.  He  said  that  he 
would  not  like  to  trust  to  mercury  as  a  treatment  for  tetanus. 

Mr.  M^Causland  said  that  in  his  case  the  wounds  had  not  been 
excised  till  six  hours  after  the  symptoms  had  manifested  themselves. 

Mr.  Knox  Denham,  replied. 

Mr.  Henry  Croly  replied. 
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CASE  OF  LEFT  SUBCLAYIO-AXILLARY  TRAU- 
MATIC ANEURYSM :  LIGATION  OF  SUBCLAYIAX 
ARTERY  IX  THE  SECOND  PART  OF  ITS 
COURSE—RECOYERY,  WITH  PERFECT  USE  OF 
ARM. 

By  henry  GRAY  CROLY,  F.R.C.S. ; 

Honber,  Royal  College  of  Plijsiciane ;  Senior  Surgeon,  Citj  of  Doblin  Hospital ; 
Consalting  Surgeon  to  the  Monkstown  Hospital,  Dublin,  and 

Boys'  Masonic  School ; 
Past  President,  1st  Biennial,  Royal  College  of  Surgeons. 

[Read  in  the  Section  of  Surgery,  Janunry  21,  1898.J 

I  CONSIDER  it  mv  (liitv  to  this  Colloii:e,  to  this  Section  of  tlie 
Royal  Academy  of  Medicine,  to  the  hospital  to  which  I 
have  the  houour  to  belong,  and  to  the  profession  generally, 
to  place  on  record  the  first  Irisli  case  of  ligation  of  the  sub- 
clavian artery  in  the  second  part  of  its  course.  The  treat- 
ment of  surgical  aneurysms  in  the  past  has  been  ably  dealt 
with  in  this  hall  by  brilliant  and  industrious  surgeons. 
The  names  of  Todd,  Hntton,  Bellingham,  and  Tufnell 
are  familiar  as  household  words,  and  the  Dublin  treat- 
ment of  aneurysm  is  known  wherever  surgery  is  taught  and 
practised. 

Hvstory  of  Case. — Owen  O'Neill,  aged  thirty-seven,  present 
occupation  a  garden  labourer,  a  strongly-built  man,  not  of 
temperate  habits,  naturally  healthy,  states  he  never  had  any 
serious  disease.  He  was  at  one  time  a  private  in  the  102nd 
Regiment,  and  served  under  Lord  Wolseley,  in  Alexandria. 
In  April,  1884,  he  got  a  si\bre  wound  on  the  left  parietal 
bone,  which  was  stated  to  be  fractured.  April  29th,  1893,  he  was 
in  a  public-house ;  some  dispute  arose,  a  man  rushed  at  him  and 
stabbed  him  with  a  tailor's  scissors  below  the  left  clavicle,  and 
stabbed  him  a  second  time  above  that  bone.     The  haemorrhage 
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was  profuse.  To  use  the  ninn's  own  words,  the  blood  flowed  like 
n  fountain.  He  fell  on  the  floor  and  became  faint  and  hia 
left  nrm  fell  dead  at  hia  aide.  The  police  were  aoon  on  the 
Bcene,  and  O'Nmll  was  conveved  to  the  Cit^  of  Dublin  Hospital 
and  admitted  under  Mr.  Fitzgibbon,  who  was  accident  surgeon 
for  that  week.  On  the  patient's  admission  there  was  merely  an 
oozing  from  the.  wounds,  and  a  large  hematoma  had  formed, 
conical  in  shape,  tmd  almost  as  large  as  half  n  small-sized 
cDCoanul.  The  patient  wna  placed  in  bed,  and  as  he  was  in 
a   Biate   of    profound    ollnpse    every    possible    means  were   em- 


ployed to  restore  him.  Compresses  and  bandages  were  applied 
to  the  wounds.  The  patient's  condition  gradually  .  improved. 
A  loud  bruit  with  a  distinct  pulsation,  absence  of  radial  pulse, 
and  powerless  condition  of  arm  were  noted.  Ice-baffS  were 
applied  to  the  tumour,  and  later  on  ■  shot-bag  and  ^smarch's 
bandage  were  employed,  with  suitable  diet  and  perfect/ rest. 
The  arm  and  hand  remained  powerless  for  four  months,  the  rii^ 
and  little  fingers  being  the  last  to  regain  power.  The  patient 
always  complained  of  pnins  in  the  axilla.     Pressure  r^eyed  it. 
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The  hsematoma  diminished  in  size  gradually.  The  pulsation 
became  less  forcible,  and  the  man  was  considered  fit  for  the  con- 
Talescent  home,  to  which  he  was  admitted  November  27th,  1893, 
nearly  seven  months  from  the  date  of  his  admission  to  hospital. 
He  left  the  home  before  Christmas,  less  than  a  month  from 
admis^on,  and  re'siuned  his  work.  At  first  he  merely  led  a 
horse  and  drove  occasionally,  and  it  was  not  until  he  commenced 
the  laborious  work  of  pitching  manure  that  the  tumour  again 
troubled  him'.  His  arm  wasted — he  suffered  from  numbness  of 
hand.  The  axillary  pain  was  constant,  he  lost  sleep  and  was 
obliged  to  give  up  work.  February  15th,  1895,  he  a^in 
sought '  admission  to  the  hospital,  having  been  1^  months  at 
work. 

Condition  of  Patient  on  Re-admission  to  HospitaV- — His 
general  health  was  good.  A  large  pulsating  tumour  occupies 
the  sub-tjlavicular  axillary  space,  the  shoulder  is  raised,  the 
upper  extremity  wasted,  a  loud  systolic  ^bund  is  heard  above 
and  below  the  clavicle  and  in  the  axilla,  ihto  which  the  tumour 
bulges.  Treatment  was  -  recommenced— "  Tiifnell  "  diet,  perfect 
rest,'  pressure,  iodide  potassium,  aild  so' matters  went  on  for  some 
months.  *  When  Mr.  Fitzgibbon  resigned  his  hospital  appoint- 
ment,-he  handed  over  his  cases  to  me,  and  thus  O'Neill  was 
transferred  to  my  care.  I  continued  the  treatment,  and  I  gave 
in  addition  digital  pressure  a  full  trial,  but  it  soon  failed  to  control 
pulsation.  Tiie  casts  which  I  exhibit  to  the  Society  show  the  extent 
of  the  aneurysm.  He  was  most  anxious  to  be  cured  with- 
out operation,  and  was  very  patient,  but  at  last  gave  me  per- 
mission to^  perfomi  any  operation,  except  removal  of  his  arm. 
The  case  attracted  a  considerable  amount  of  attention,  and  in 
addition  to  the  hospital  staff,  he  was  examined  by  a  number  of 
hospital  surgeons.  My  friend,  Mr.  Ballance,  surgeon  to  St.  Thomas's 
Hospital,  London,  and  joint  author  with  Mr.  Edmunds  of  a  work  on 
"Ligature  of  Arteries  in  their  Continuity,"  being  in  Dublin,  I 
asked  him  to  see' the  patient.  He  did  so,  made  a  most  careful 
examination,  and  fully  agreed  with  me  that  the  time  had  come 
when  ligation  of  the  artery  in  its  second  stage  should  be  per- 
formed. 

On  December  2nd,*  1895, 1  proceeded  to  operate  in  the  presence 
of  my  colleagues  and  a  number  of  other  distinguished  surgeons 
and  physicians.  The  patient .  was  ancesthetised .  The  arm  was 
steadied  by  my  son,  Henry  Croly,  M.D.,  B.Ch.,  and  my  former 
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colleague,   Dr.   Gordon,   rendered   valuable   aid.      I   commenced 
by  making  a  vertical  incision    at  the  outer  edge  of    the  stemo- 
cleido    mastoid     muscle.      A    second     horizontal    incision    was 
made    along   the   clavicle,  almost    its   entire    length — the   entire 
clavicular  origin  of  the  sterno-mastoid  was  divided.     When  the 
subclavian   triangle   was   exposed,    a    large   aneurysmal  tunaour 
was    seen    occupying    the    entire    third    stage    of     the    artery, 
the    external   jugular   vein    was    lying   at   the    outside    of    the 
space ;  the  cords  of  the  brachial  plexus  were  not  seen ;  a  hu^e 
vein  like  a  "  gorged  leech"^'  was  observed  parallel  with  and  above 
the  clavicle.     I  now  passed  my  forefinger  along  the  aneurysm, 
and  felt  for  the  scalenus  anticus  muscle,  the  outer  border  of  which 
was  turned  backwards  by  the  pressure  of  the  aneurysm.    With 
considerable  difficulty  I    raised    the   edge   of   the  muscle.     The 
phrenic  nerve  was  seen  in  its  normal  position,  and  when  first 
exposed  the  patient  hiccoughed  slightly ;  with  a  blunt-pointe  i 
scissors  I  divided  nearly  one-half  of  the  outer  portion  of  the 
scalenus  anticus.      I  searched  for  the  subclavian  in  the  bottom 
of  a  very  deep  well,  and  though  the  space  was  clear  and  there 
was    no   bleeding    to    mask  the   parts,  I   found    great    difficulty 
in  feeling  or  seeing  the  vessel.     At  this  stage,  which  I  may  term 
the  *^  halting  point/'  I  scraped  through  the  deep  fascia,  and  ex- 
posed about  a  quarter  of  an  inch  of  the  vessel,  which  pulsated. 
At  this  moment  the  cone  of  the  pleiu*a  hopped  up  like  the 
finger  of  a  glove.     This  fortunately  did  not  recur.     I  next  raised 
a  portion  of  the  sheath  in  a  fine  forceps,  and  made  a  sufficient 
opening  to  allow  the  passage  of  the  aneurysm  needle,  which  I 
got  made  specially  with  a  long  deep  curve  and  a  large  eyo. 
Having  steadied  the  artery  with  the  point  of  my  rip^ht  forefinger. 
I  passed  the  needle  with  my  left  hand  from  below  and  within 
upwards  and  slightly  outwards ;  it  came  under  the  artery  at  the 
first  attempt.     I  then  armed  the  needle  with  a  long  ligaturo 
made  of  ox  peritoneum,  and  which  was  immediately  previous  to 

operation  steeped  in  warm  solution  of  carbolic  acid.  The  loop 
was  divided,  and  the  needle  withdrawn.  I  tied  the  ligature  on  the 
side  next  the  heart  by  the  first  hitch  of  a  reef  knot.  The  artery 
grooved  like  a  director.  I  merely  approximated  the  internal 
coats,  as  suggested  by  Scarpa  (1817),  and  used  no  violence 
whatever.  The  second  ligature  was  appUed  in  the  same  manner, 
and  finally  I  drew  th&four  ends  as  a  single  ligature  (holding 
two  in  each  hand),  and  thus  completing  the  '*  stay  knot "  of  Ballance 
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and  Kdmunds.  I  now  exhibit  the  ligature  (goldbeaters'  skin)  on  n 
piece  of  tubing.  The  aneurysm  needle  and  the  ligature  was  kindly 
sent  to  me  by  Mr.  Ballance,  who  was  most  anxious  to  come  over 
for  the  operation,  but  was  unavoidably  detained.  When  the  first 
half-hitch  was  tied,  I  asked  if  the  pulsation  in  the  tumour  had 
gone,  and  I  was  told  the  aneurysm  ceased  to  pulsate  (the  tumour 
did  not  collapse),  and  that  the  radial  pulse  was  gone.  The  advan- 
tage in  usii^  two  ligatures  is  that  a  greater  length  of  the  intima  of 
opposite  sides  is  brought  into  contact.  The  wound,  a  very  deep  one, 
WHS  thoroughly  washed  out  with  warm  CHrbolic  lotion,  and  the 
edges  closed  with  gut  sutiures.  The  patient  bore  the  operation  well. 
No  small  vessels  required  ligatures  or  clip  forceps,  and  no 
director  was  used  at  any  part  of  the  operation. 

With  the  exception  of  a  slight  attack  of  tonsillitis  (which 
ran  up  the  temperature  for  a  time)  the  patient  made  an  un- 
interrupted recovery.  It  was  fully  a  month  before  any  trace 
of  a  radial  pulse  could  be  felt ;  the  brachial  pulse  has  not 
returned.  The  axillaiy  tumour  got  hard,  and  lessened  gra- 
dually ;  the  hand,  forearm  and  arm  kept  a  natural  heat: 
The  casts  [exhibited]  were  taken  from  time  to  time  be- 
fore and  subsequent  to  operation,  and  it  is  very  interesting  to 
observe  the  gradual  disappearance  of  the  tumour.  I  ex- 
hibited the  patient  at  the  Surgical  Section  of  this  Academy, 
iind  I  also  took  him  to  London  and  exhibited  him  at  the 
CUnical  Society,  where  the  case  attracted  much  interest.  The 
man  works  as  well  as  he  ever  did,  and  suffers  no  incon- 
venience whatever.  A  large  artery,  e\ddently  the  **  trans- 
vei^alis  colli,"  can  be  felt  about  an  inch  above  the  clavicle. 

The  operation  which  I  performed  was  originally  sugges- 
ted and  practised  by  Dupuytren  in  1819.  A  man,  aged  37, 
received  a  sword  injurj',  and  a  subclavic  axillary  aneurysm 
formed.  As  the  tumour  encroached  upon  the  third  stage, 
Dupuytren  divided  the  outer  border  of  the  scalenus  anticus  ; 
the  artery  could  be  seen,  and  its  pulsations  were  stopped 
by  finger  passed  to  the  bottom  of  the  wound.  Triple  silk 
thread  used ;  ligatures  removed  on  the  eleventh  day ;  wound 
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iii-arly  cicatrised.      Tiimour  diminished  even;-  day ;  suppu-  ■ 
ration  fe;;ied,  and  on  seventy-eighth  day  tlie  tumour  was  re- 
duced to  one-fifth  of  original  wzc.     Patient  made  a  perfect 
recovery. 


Litton' s  eate,  1820. — Coachman,  aged  35.  Left  sab- 
clavio-axillary  aneur^'sm  caiiBed  by  a  fall  on  the  shoulder; 
second  stage  of  artery-  tied ;  outer  half  of  Bcalenus  auticus 
divided ;  external  jugular  vein  was  cut ;  secondary  bsemor- 
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rhage  from  that  vessel ;  tumour  gi-adually  reduced  in  size. 
Patient  made  good  recovery.  Both  these  cases,  like  mine, 
were  traumatic,  and  are  the  onlv  cases  of  the  kind  on  record 
so  far  as  I  can  discover. 

Auchinloss,  surgeon,  in  1833,  to  Town's  Hospital,  Glasgow, 
published  a  case  of  left  subclavio-axillary  aneurysm  of  18 
months*  standing  in  a  man,  aged  65 — a  weaver  by  trade ;  no 
history  of  injury.  The  artery  was  ligated  in  its  second 
stage.  Considerable  difficulty  was  experienced  from  the 
swollen  state  of  the  jugular  vein,  which,  being  fully  twice 
the  size  of  the  thumb,  completely  overlapped  the  anterior 
scalenus.  The  operation  was  greatly  facilitated  by  the  use  of 
Abraham  Colles'  metallic  retractors  or  flexible  spatulas. 
The  phrenic  nerve  was  held  inwards.  In  the  evening  the 
temperature  in  the  axilla  was  94  deg.  Fahrenheit.  The 
patient  was  bled  profusely.  Comatose  symptoms  super-' 
vened  and  he  died  apoplectic,  68J  hours  after  operation. 

Post-mortem. — Aorta  atheromatous. 

Godlee's  Case. — A  gentleman,  aged  66,  admitted  to  Uni- 
versiiy  College  Hospital,  London.  The  aneurysm  projected 
into  the  left  axilla,  and  although  it  was  not  to  be  felt  above 
the  clavicle,  the  pulsation  in  this  situation  was  much  more 
forcible  than  that  on  the  opposite  side.  S}inptoms  existed 
for  two  years.  Xo  history  of  injurj^  or  syphilis,  or  rheuma- 
tism. Tufnell's  treatment  first  tried,  neither  phrenic  nerve 
or  thoracic  duct  were  seen,  four  stands  of  the  finest  chromic 
catgut  were  employed,  reef  knot.  Mr.  Godlee  writes  to  say 
aortic  aneurysm  subsequently  caused  the  patient's  death. 

Cases  of  ligation  of  the  subclavian  artery  in  the  second 

part  of  its  course  for  traumatism. 

1.  Dupuytren,  1819         ...  ...  /  Recovery 

2.  Listen,  1820  ...  ...  |  Recovery 

3.  Croly,  1895...  ...  ...  (Recovery 
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Cases  of  ligation  of  the  subclavian  artery  iyi  the  second 

part  of  its  course  for  disease, 

!A  rtery  diseased ; 
artery  divided  ; 
died. 
f      Recovered 

2.     Gocllee,1890  ...  ...  operation;  died 

J  subsequently  of 

f  aortic  apeui'ysin. 

(1.)  A  short  description  of  the  anatomy  of  the  parts  in- 
volved in  the  operation  1  consider  important  and  instnictive. 

(2.)  Dupuytren  was  the  first  surgeon  and  anatomist  who 
divided  the  subclavian  artery  into  the  three  parts, 

(3.)  The  subclavian  artery  in  i\\Q  second  part  of  its  course 
lies  in  a  remarkable  intermuscular  space,  the  scalene  triangle, 
bounded  by  the  scaleni  muscles,  anticus  and  medius,  and  first 
rib.     These  muscles  are  closely  approximated  to  each  other 
at  their  attachments  to  the  tubercles  of  the  cervical  transverse 
processes ;  but  in  descending  to  their  insertions  they  diverge, 
leaving  between  them  a  triangular  space,  of  which  the   base 
])laced  inferiorly  corresponds  to  the  first  rib  and  to  a  small 
portictfi  of  the  second.     In  tliis  space  the  artery,  brachial 
j)lexus  and  cone  of  the  pleura  are  situated.     In  front  the 
artery  is  in  contact  with  the  anterior  wall  of  this  triangle 
(scalenus  anticus).    Behind  it  is  separated  from  the  posterior 
boundary  (scalenus  medius)  by  the  summit  of  the  cone  of  tie 
pleura,  which  ascends  thus  high  into  the  interval  between 
the  scalenus  medius  and  the  subclavian  arterv.     Towards 
the  summit  of  this  "scalene  triangle"  the  nervous  cords 
which  constitute  the  brachial  plexus  are  placed  along  the 
convexity  of  the  artery— superior  and  external  to  it  a  fledhy 
slip  (scalenus  minimus  of  Soemmering)  is  often  found  to  pass 
from  the  scalenus  anticus  to  the  lower  or  costal  extremity 
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of  tlie  scalenus  posticus.  In  this,  course  it  runs  between  the 
roots  of  the  brachial  plexus  and  consequently  subdivides 
into  two  the  scalene  space.  The  lower  compartment  contains 
the  subclaYian  arteiy,  the  cone  of  the  pleura,  and  the 
inferior  portion  of  the  brachial  plexus,  constituted  by  the 
seventh  cervical  nerve  and  the  cord  residting  from  the  union 
of  the  eighth  cervical  with  the  first  dorsal  nerve ;  whilst  in 
the  upper  compartment  corresponding  to  the  apex  of  the 
triangle)  the  fifth  and  sixth  nerves  of  the  plexus  are  seen  to 
unite  into  a  single  trunk. 

On  the  front  of  the  scalenus  anticus  and  separated  by 
that  muscle  from  the  subclavian  artery  are  found  most 
inferiorlv  the  subclavian  vein  lying  on  the  tendinous  in- 
sertion  of  the  muscle  and  under  cover  of  the  clavicle  in  the 
flaccid  condition  of  the  vein.  Above  the  vein  the  transverse 
branches  of  the  thyroid  axis,  supra-scapular,  and  transver- 
salis  colli,  the  former  more  inferior,  whilst  the  phrenic  nerve 
descends  obliquely  inwards  towards  the  tracheal  edge  of  the 
scalenus  anticus  and  intersects  these  two  arteries  by  passing 
-  between  them.  Superficial  to  these  important  structures 
is  the  clavicular  origin  of  the  sterno-cleido  mastoid  muscle. 
In  size,  shape,  and  direction  this  muscle  accurately  corre- 
sponds to  the  scalenus  anticus,  which  lies  deeper.  The  sepa* 
ration  of  the  subclavian  vein  from  the  subclavian  artery  in 
the  second  part  of  its  course  constitutes  one  of  the  most 
remarkable  features  in  its  anatomical  history.  This  condition 
is  not^  however,  constant-,  for  the  vein  has  been  found  to  He 
with  the  artery  between  the  scaleni  muscles  (Blaudin),  and 
in  a  few  other  instances  the  artery  has  accompanied  the  vein 
superficial  to  both  muscles  (Quain).  The  artery  has  been 
seen  to  pass  through  the  scalenus  anticus  (Quain).  The 
anterior  relations  of  the  subclavian  artery  in  its  second  stage 
are : — 

1,  Skin,  platysma,  fascia. 

"2.  Sterno-cleido  mastoid  (clavicular  portion). 
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3.  Subclavian  vein,  suprascapular  and  iransverse  cervi- 
cal arteries  and  veins,  phrenic  nen-e — single  or  double. 

4.  Scalenus  anticus  muscle. 

Tlie  left  subclavian  artery  is  much  less  liable  to  var\'  in 
the  mode  of  its  origin  than  the  right.  In  a  few  instances 
it  is  fused  into  the  left  carotid,  and  the  vessels  arising  by  a 
common  trunk  form  a  left  arteria  innominata.  The  left 
subclavian  artery  in  its  first  stage  furnishes  the  superior 
intercostal,  a  branch  which  on  the  right  side  more  fre- 
quently arises  under  cover  of  the  "  scalenus  anticus " 
muscle. 

The  situation  in  which  the  bninches  arise  from  anv 
large  arterj-  is  an  important  consideration  in  its  history, 
because  of  the  influence  which  their  presence  has  on  the  re- 
sult of  an  operation  for  the  cure  of  aneurysm — ^and  con- 
sidering the  shortness  of  the  trunk,  the  size  of  the  offsets, 
and  the  manner  of  their  arrangement  on  the  parent  vessel, 
it  may  be  confidently  stated  that  there  is  no  artery  in  which 
the  influence  alluded  to  is  more  considerable  than  in  tlie 
subclavian. 

In  the  second  part  of  its  course  the  subclavian  arterj'  most 
frequently  gives  off  but  a  single  branch  which  soon  divides 
into  the  cervicalis  profunda,  and  superior  intercostal  arteries. 
The  left  subclavian  rarely  gives  off  any  branches  in  the 
second  part  of  its  course. 

The  pleura  at  its  apex  projects  in  the  form  of  a  cvl'de- 
sac  through  the  superior  opening  of  the  thorax  into  the 
neck,  extending  from  an  inch  to  two  inches  above  the  margin 
of  the  first  rib,  and  receives  the  summit  of  the  correspond- 
ing lung.  This  sac  is  strengthened  by  a  dome-like  expan- 
sion of  fascia  derived  from  that  covering  the  lower  part  of  the 
scaleni  muscles. 

The  thoracic  duct  (of  Eustachio)  mounts  into  the  cervical 
region  in  front  of  the  vertebral  artery  and  vein  to  the  level 
of  the  seventh  cervical  vertebra,  opposite  to  which  it  begins 
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io  form  a  curve,  first  forwards  .and  outwards,  then  down- 
wards and  inwards,  striding  over  the  subclavian  artery  to 
reacli  tlie  angle  of  union  between  the  subclavian  and  inter- 
nal jugular  vein. 

The  thoracic  duct  (of  Eustachio)  and  the  internal  jugular  . 
Tein  cannot  be  endangei*ed  with  ordinary  care  in  ligation  of  . 
the  subclavian  in  the  second  part  of  its  course. 

The  scapular  anastomosis  (which  is  very  perfect)  may  be 
likened  to  the  links  of  a  chain,  and  includes  the  union  of  the 
scapula  with  the  humerus,  the  humerus  with  the  forearm, 
and  the  forearm  with  the  hand. 

In  conclusion,  I  beg  to  return  my  best  thanks  to  my  friends 
Professors  Fraser  and  Cunningham,  and  Dr.  G.  Jameson 
Johnston,  Demonstrator  of  Anatomy  in  Trinity  College,  and 
now  my  surgical  colleague,  for  the  opportunities  afforded  me 
in  the  dissecting  rooms,  and  my  best  thanks  are  also  due  to  - 
Dr.  Paul  Carton,  my  former  resident  pupil,  for  the  beautiful 
drawings  of  dissections  which  I  made  of  the  subclavian 
arteries-  My  warmest  thanks  are  also  given  to  Dr.  Morton 
Hewitt,  House  Surgeon ;  the  Surgical  Resident  Pupils,  Mr. 
William  Chapman  Croly  and  Mr.  Scribner ;  Miss  Beresford  . 
(Lady  Superintendent),  and  Nurses  Skelton  and  Mutton,  for 
the  untiring  care  and  kindness  shown  to  the  patient,  who 
is  in  attendance  to  be  examined  by  the  members  after  the 
meeting.  He  is  in  perfect  health,  and  his  left  arm  is 
strong,  muscular,  and  useful  as ,  before .  the  infliction  of  the 
wounds. 


Sib  W.  Thomson  remarked  that  the  actual  mode  of  applying  the 
ligature  was  important,  the  walls  of  the  vessels  not  being  injured, 
but  only  approximated,  allowing  the  irritation  to  produce  entire 
occlusion  and  adhesion  of  the  walls. 

Sir  William  Stokes  said  that  the  best  congratulations  w^ere 
due  to  Mr.  Croly.     The  result  showed  that  a  clot  fonned  at  the 
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situation  of  the  ligature — a  thing  which  some  authorities  say  is 
impossible.  In  the  operation  it  was  of  great  importance  not  to 
wound  the  phrenic  nerve.  He  asked  Mr.  Croly  if  it  were 
necessary  in  cases  like  his  to  divide  any  portion  of  the  scalenns 
anticus  muscle  in  order  to  take  out  the  vessel  in  its  second  stage. 
He  (Sir  W.  Stokes)  had  performed  the  operation  several  times  on 
the  dead  body,  and  found  that  by  drawing  to  the  inside  the  scalenus 
anticus,  and  without  any  division  of  the  muscular  tissue,  he  conid 
get  at  the  second  stage  very  well,  and  thought  that  by  this  means 
the  phrenic  nerve  could  be  avoided.  He  thought  that  Mr.  Croly'fl 
method  of  passing  the  aneurysm  needle  from  below  upwards  and 
outwards  was  the  best,  as,  by  so  doing,  the  subclavian  vein  I'an 
least  risk  of  being  injured.  Some  text-books  say  that  the  needle 
should  be  passed  in  the  opposite  direction — from  without  inwards — 
in  order  to  avoid  includin^:  the  last  cord  of  the  brachial  plexus  ; 
but  he  considered  the  subclaviim  vein  a  much  more  important 
structure,  and  that  the  nerve  could  be  avoided. 

Mr.  T.  E.  Gordon  considered  that  the  method  of  applying  the 
ligature  was  among  the  most  important  factors  which  gave 
the  brilliant  result.  He  thought  that  it  made  little  difference 
what  the  ligature  was  made  of  provided  it  was  perfectly  sterile  ; 
silk  was  excluded.  He  had  been  practically  satisfied  with  the  use 
of  catgut  boiled  in  superheated  alcohol,  a  method  which  did  not 
render  the  catgut  brittle.  He  had  found  kangaroo  tendon  very 
brittle.  He  would  like  to  ask  Mr.  Croly  in  what  way  the  wound- 
ing of  the  pleura  was  of  such  special  danger.  He  was  inclined  to 
think  that  a  large  number  of  the  fatal  cases  that  have  occurred 
from  wounding  the  pleura  were  due  to  want  of  aseptic  precaution. 

Mr.  M^Causland  asked  if  the  scalenus  muscle  wore  drawn  aside, 
and  if  the  phrenic  nerve  were  in  the  position  already  referred  to, 
would  any  result  follow  the  traction  on  the  nerve  ? 

Mr.  Croly,  in  reply,  said  he  had  always  been  keen  on  approxi- 
mating the  coats  of  an  artery  by  Scarpa's  method.  There  was  no 
case  on  record  of  secondary  hcemorrhage  from  any  artery  in  its 
continuity  where  Scarpa's  method  had  been  adopted.  With  regard 
to  Sir  William  Stokes's  remarks,  he  could  only  say  that  to  have 
exposed  the  second  stage  of  the  artery  without  cutting  the  muscle 
would  have  been  an  utter  impossibility.  The  scalenus  anticus 
could  be  drawn  over  in  the  dead  subject.  He  always  attempted  to 
pass  the  aneurysm  needle  unarmed.  He  agreed  with  Mr.  Gordon 
in  his  remarks  about  the  ligature. 


L.ITHOLAPAXY  IN  HYDERABAD,  SIND. 

« 

By  surgeon-major  BAKER. 

[Read  in  the  Section  of  Surgery,  January  21, 1898.] 

I  BRING  to  your  notice  this  evening  a  series  of  o{>erations, 
404  in  number,  performed  by  me  when  Jicting  as  Civil 
Surgeon  in  Hyderabad,  Sind,  during  the  periotl  from  ]st 
February,  1896,  to  21st  January,  1897,  together  with  14 
lithotomies  performed  for  various  reasons  during  the  saint* 
period. 

I  may  a«  well  state  at  cmce  that  the  practice  at  Hyderabad 
is,  and  has  been  for  some  years,  to  attempt  crushing  in  every 
case,  and  only  to  resort  to  lithotomy  where  it  is  found  impos- 
sible to  perform  litholapaxy.  Firstly,  as  to  the  latter  operation, 
which  is  now  as  popular  in  Hyderabad  as  the  cutting  oi)eration 
is  dreaded,  it  will  be  noticed  on  scanning  the  list  I  send  round, 
published  in  the  Lancet  of  October  10th,  1896,  and  of 
September  11th,  1897,  that  a  very  large  proportion  of  the 
stones  are  of  inconsiderable  size — under  an  ounce  in  weight. 

For  this  I  have  to  thank  the  skill  and  care  of  my  pre- 
decessors, Surgeons-Lieut.-Cols.  Keith  and  Henderson,  who 
had  by   their   continued    successes   given  confidence  to  the 
native  mind,  and  therebv  induced  them  to  brinii  these  cases 
in  for  operation  on  the  very  earliest  appearance  of  svmptoms. 

I  have  been  informed  by  Mr.  Freyer  that  he  had  a  very 
similar  experience,  and  that  the  calculi  crushed  by  him  in  his 
later  series  were  much  smaller  than  those  with  what  he  had 
at  first  to  deal. 

At  Hyderabad,  which  is  a  very  large  operating  centre,  not 
only  for  stone,  but  for  other  surgical  diseases  and  injuries, 
the  method  adopted  was  a  rough  and  ready  one,  the  patient 
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in  ordinary  cases  undergoing  no  preparatory'  treatment,  but 
being  placed  on  admission  there  and  then  upon  the  table,  the 
bladder  examined,  and  the  stone,  if  one  exists,  crushed.  The 
urine  was  never  tested  before  operation,  and  for  all  these  and 
doubtless  other  deficiencies  I  can  only  plead  that  the  results 
have  been  good. 

Patients  on  arrival,  of t«n  from  long  distances,  clamoured 
for  immediate  operation,  and  where  no  obvious  contra- 
indication existed  these  requests  were  at  once  complied  with, 
due  regard  being  given  to  priority  of  claim,  as  I  often  had  as 
many  as  from  15  to  20  cases  waiting  for  me  on  my  return 
from  my  inspection  work  in  the  district. 

Personally,  I  have  never  performed  more  than  5  of  these 
operations  in  one  day,  nor  more  than  50  in  any  one  month ; 
1)ut  these  figures  have  been  exceeded  by  Keith,  who  performed 
90  litholapaxies  in  March,  1894,  and  by  Henderson,  who  tells 
me  in  a  letter  lately  received  that  he  done  63  during  October, 
including  7  in  one  da  v. 

It  is  superfluous  for  me  to  describe  the  operation,  which 
is  well  known  to  you  all ;  but  I  may  perhaps  be  excused  if  1 
mention  a  few  of  the  lessons  that  1  have  mvself  learnt  from 
the  cases  now  before  you.  Firstlv,  it  is  veiT  seldom  necessary, 
except  when  introducing  the  largest  canula,  to  incise  the 
meatus  in  adults.  The  largest  lithotrite  I  used  (No.  1C>) 
passed  easily  in  the  vast  majority  of  adult  cases.  Secondly, 
you  will  note  that  19  of  these  operations  were  i>erformed 
through  a  buttonhole  from  the  perineum  into  the  floor  of  the 
membranous  urethra.  These  cases  were  in  children  with 
narrow  urethrae,  and  occurred  before  T  had  supplied  myself 
with  a  Weiss  No.  5  fenestrated  lithotrite,  Keegan's  pattern. 
This  I  found  to  be  a  most  reliable  as  well  as  a  beautiful 
instrument,  and  I  never  failed  to  pass  it  into  the  bladder  of  a 
<'hild  however  young.  Let  me  venture  to  impress  on  all  who 
undertake  the  operation  the  paramount  importance  of  restrict- 
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iiig  their  crushing  operations  to  the  base  of  the  bladtliM*.  If 
am  excursion  has  to  be  made  elsewhere  to  seize  a  wandering 
fragment,  be  careful  when  it  is  seized  to  withdraw  the 
instrument  a  little,  and  elevate  the  shank  before  crushing  it. 
This  elevation  of  the  shank  of  the  lithotrite  is  in  my  exi)eri- 
ence  the  secret  of  safe  litholapaxy,  and  is  apt  to  be  neglected 
by  beginners.  A  small  stone  in  a  child  or  healthy  adult 
should  be  crushed  without  the  appearance  of  any  blood  tinges 
in  the  returning  fluid  when  evacuating,  and  the  presence  of 
a  continued  deep  tingeing  is  in  my  experience  a  harbinger  of 
trouble,  and  often  of  danger. 

I  would  like  to  obtain  an  explanation  of  a  phenomenon  I 
have  exj)erienced  and  shown  to  others — often,  indeed  generally, 
at  the  end  of  crushing  a  small  stone,  seldom  with  a  large  one, 
and  always,  as  far  as  my  memory  goes,  with  a  small  lithotrite. 
It  is  this — having  grasped  a  small  fragment,  yet  one  large 
enough  to  call  for  crushing,  I  have  felt  that  any  persistence 
in  screwing  down  would  result  in  smashing  the  lithotrite, 
much  as  if  I  had  grasped  a  piece  of  the  hardest  steel ;  yet  I 
always  found  that  by  very  slightly  altering  the  axis  of  the 
grasp,  after  having  relaxed  the  screw,  the  fragment  yielded 
at  once.  I  have  thought  that  this  may  have  to  do  with  the 
stratification  of  the  fragment  and  its  natural  axis  cleavage,  but 
can  offer  no  detailed  explanation.  Now,  with  your  permis- 
sion, I  will  mention  some  of  what  I  mav  call  the  tricks  of 
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the  trade.  If  a  large  calculus  seems  too  hard  to  crush  by 
screwing  down  without  danger  to  the  instrument,  maint>aiu 
the  screw  tension  for  a  moment,  then  relax  a  little  and  screw 
down  again,  and  after  doing  this  once  or  twice  the  calculus 
will  often  break  w;ith  a  loud  crack.  Again,  where  you  know 
by  experience  from  passing  the  lithotrite  that  the  urethra 
will  not  admit  of  the  passage  of  a  large  evacuator,  the  most  . 
i-apid  way  of  dealing  with  the  case  is,  after  having  crushed 
the  stone  into  large-sized  fragments,  put  the  lithotrite  off  the 
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8CTew,  and  pulverise  the  stone  by  repeated  "  tampiiig,"  if  you 
understand  the  expression.  Stones  can  in  this  way  be  reduced 
to  very  fine  powder  in  a  very  short  time,  and  this  can  be  done 
with  safety  as  well  as  rapidity  if  the  caution  already  given  to 
keep  the  shank  elevated  is  attended  to.  The  subtle  manipula- 
tion of  the  evacuator  and  canula  at  the  end  of  an  oi)eratioii 
will  often  obviate  the  necessity  of  reintroducing  the  lithotrite, 
the  erring  fragment  being  fished  for,  sucked  into  the  canuhu 
and  removed — tenninating  the  ojKjration.  The  evacuat4>r 
can  be  thus  used  for  detection  of  fragments  by  giving  rise  t<i 
a  click.  In  large  soft,  though  not  necessarily  heavy,  stones, 
the  amount  of  debris  often  calls  for  its  evacuation  to  prevent 
the  lithotrite  being  impeded  in  its  work,  and  to  render  the 
detection  of  the  remaining  fragments  to  be  crushed  moi^e 
easily  effected.  In  cases  of  large  prostate  the  French  method 
of  turning  the  blades  of  the  lithotrite  downwards,  and  picking 
up  the  fragments  is  often  useful.  This,  of  course,  is  nevei* 
called  for  in  the  case  of  children. 

Be  careful  that  your  exhauster  is  perfect.  Nothing  I 
lx»lieve  is  more  dangerous  than  the  injection  of  air  and  water 
into  the  bladder.  It  is  said  to  have  given  rise  to  rupture  of 
the  viscus,  and,  short  of  this,  must  tend  to  promote?  bladder 
sepsis. 

You  will,  doubtless,  notice  the  very  short  stay  of  i)atients 
in  hospital  after  oi>eration.  The  rule  followed  was  to  openite 
in  the  morning,  and  to  discharge  the  patient  either  that 
evening  or  the  following  morning  where  all  had  been  plain 
sailing,  where  there  was  no  fever,  and  where  the  urine  had 
been  freely  passed  and  was  clear.  This  was  often  necesJyiry 
for  want  of  accommodation,  but  the  patients  were  not  lost 
sight  of  for  four  or  five  days,  as  they  attended  the  hospital 
daily  in  the  morning  for  ihtd  period. 

During  mv  tenure  of  office  in  Hvderabad  I  had  five  cases 
of  recurrence  within  eighteen  months  after  oi>eration.     Two 
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of  thesQ  were  cases  of  my  own,  in  which  I  had  inadvertently 
left  a  fragment  behind,  and  the  others  occurred  in  persons 
who  had  undergone  operation  during  the  twelve  months 
prece<ling  my  taking  charge.  Besides  this  I  have  met  with 
about  half  a  dozen  cases  in  which  the  operation  had  become 
necessary  a  second  time,  but  at  such  a  period  after  the 
primary  operation  that  it  was  reasonable  to  sui)p(>se  that 
they  were  true  cases  of  new  calculus  formation  unconnected 
with  any  incompleteness  in  the  first  operation.  And  this  is 
the  more  probable  inasmuch  as  I  have  met,  still  more  fre- 
quently, with  cases  of  recurrence  after  a  previous  lithotomy. 

The  cases  of  lithotomy  which  may  be  recjarded  as  lithohi- 
paxy  failures  include  one  case  which  ought  in  fairness  to  be 
sidded  to  the  litholapaxy  record,  and  as  it  resulted  fatally 
it  brings  the  number  of  dejiths  up  to  5  in  405  cavses.  This 
case  you  will  find  in  the  specimens  handed  round,  and  in  it  I 
expect  you  will  agree  with  me  in  thinking  that  death  wa*^ 
determined  by  the  accident  of  the  broken  lithotrit^?.  When 
a  lithotrite  breaks  my  practice  is  to  perform  lateral  lithotomy, 
and  remove  the  broken  fragments  and  the  remaining  portions 
of  calculus. 

Of  the  14  lithotomies  4  were  suprapubic,  and  in  these  the 
stones,  as  you  see,  were  very  large.  The  other  calculi  or 
fragments  were  removed  through  the  [)erineum  and  all  but 
one  recovered,  death  in  this  case  being  due  to  profuse 
haemorrhage  during  and  immediately  after  the  operation. 

It  remains  to  me  a  question  whether  in  future  I  would 
alter  this  procedure  in  either  of  two  directions — to  wit,  in 
extending  the  field  of  the  suprapubic  operation  to  stones  less 
than  the  very  largest,  or  on  the  other  hand  to  discard  the 
suprapubic  operation- in  favour  of  what  is,  I  think,  erroneously 
often  described  as  perineal  litholapaxy,  1  mean  the  opera- 
tion of  crushing  the  stone  by  a  powerful  crusher  introduced 
through  a  perineal  wound — an  operation  which  to  my  mind 
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more  closely  approaches  the  operation  often  unintentionally 
accomplished  in  attempting  a  lateral  lithotomy  upon  a  large 
and  soft  stone  which  breaks  down  under  the  forceps,  and  has 
to  be  removed  piecemeal. 

This  method  of  operating  has  the  recommendation  of 
Mr.  Reginald  Harrison,  and  of  Mr.  Milton,  of  Cairo,  and 
although  I  do  not  think  it  can  be  classed  with  Keith's  opera- 
tion at  all,  1  have  no  doubt  it  is  a  useful  method,  and  that 
it  may  possibly  in  the  future  altogether  supersede  the  supra- 
pubic ojjeration. 

I  confess  to  a  fondness  for  a  dependent  drain,  and  this  is 
very  well  supplied  to  the  bladder  when  it  is  reached  by  a 
l^erineal  incision. 

Mr.  Milton  has  expressed  an  opinion  that  there  is  no  stone 
too  large  or  too  hard  to  be  crushed,  and  he  has  devised  an 
instrument  with  a  wider  gape  than  any  hitherto  used  with 
which  to  tackle  the  largest  stones.  This  wider  gape  is  ju.st 
what  I  have  often  desired,  but  I  am  not  sure  whether,  in 
addition  to  adding  to  the  width  of  the  gape,  it  would  not  be 
necessary  at  the  same  time  to  lengthen  the  blades  so  as  to 
render  the  grasp  secure. 

Mr.  Milton  also  mentions  that  he  hardlv  ever  in  Cairo 
meets  with  stone  in  a  patient  free  from  chyluria,  and  it  has 
struck  me  as  possible  that  this  may  render  the  calculi 
deposited  in  a  thicker  medium  somewhat  softer  and  easier  to 
break  up. 

It  must  be  i^emembered  that  fortunately  the  largest  stones 
are  not  always  by  any  means  the  hardest,  and  in  India, 
working  with  the  No.  16  lithotrite  upon  a  very  large  stone, 
I  have  had  recourse  to  one  of  two  methods,  or  sometimes  to 
both,  when  the  stone  was  so  large  as  to  jmt  the  instrument 
off  the  screw.  These  are  (1),  to  nibble  at  the  edges  of  the 
stone,  and  so  reduce  it  sufficiently  in  some  diameter  to  permit 
of  its  being  grasped  with  the  screw  in  action ;  and  (2),  to 
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put  the  screw  out  of  gear,  grasp  the  stone,  and  tap  the  top 
of  the  male  blade  with  a  hammer.  This,  though  not  alto- 
gether free  from  risk  to  the  lithotrite,  is  often  rapidly 
successful  in  breaking  tlie  stone,  and  after  a  little  experience 
one  becomes  a  very  good  judge  of  the  amount  of  force  that 
can  be  safely  used. 

Lastly,  I  must  claim  the  indulgence  of  an  Irish  audience 
for  considering  briefly,  at  this  end  of  my  paper,  the  question 
of  the  causation  of  calculus. 

In  Sind  good  Mussulmans  eat  meat  whenever  they  can 
get  it,  it  being  lawful  food  according  to  their  religion,  and 
good  Hindus  also  eat  meat  whenever  they  can  get  it,  though 
it  is  not  lawful  food  according  to  their  religion,  and  I  could 
discover  no  dietary  reason  why  stone  is  so  much  more  preva- 
lent amongst  the  former.  But  I  did  notice — and  it  had  been 
noticed  by  my  predecessors — that,  whenever  in  the  course  of 
irrigation  developments  the  water  of  the  Indus  was  brought 
within  reach  of,  and  was  drunk  by,  the  natives,  we  had  thence 
a  crop  of  stones ;  and  this,  I  take  it,  is  due  to  the  amount  of 
lime  in  this  water,  and  to  the  fact  that  the  lime  salt  is  much 
less  soluble  than  the  soda  salt,  and  hence  that  though  small 
uric  acid  calculi  might  be  freely  passed  by  drinkers  of  other 
water  the  growth  of  these  into  larger  stones  was  rendered 
probable  in  the  drinkers  of  Indus  or  canal  water. 

I  have  not  analysed  any  of  the  specimens  before  you,  but 
this  will  doubtless  be  done  by  the  University  authorities  here, 
to  whose  Museum  I  have  presented  them,  and  to  whom  I  have 
the  pleasure  now  to  offer  the  14  lithotomy  specimens  which 
I  have  handed  round,  and  this  will  make  the  collection  more 
complete.  . 

Sib  W.  Thomson  said  that  they  might  congratulate  themselves 
on  the  fact  that  the  work  in  this  particuUr  operation  of  stone  done 
in  India  had  been  mainly  done  by  Irishmen. 

Mr.  Cbolt  said  that  the  cause  of  atone  was  not  known.    It  had 
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been  attributed  in  Scotland  to  the  porrids^e.  Alluding  to  recurrence 
he  said  that  he  Jiad  taken  two  f^tones  out  of  a  man's  bladder,  and 
took  two  more  in  another  couple  of  years  from  the  same  man.  He 
had  operated  on  a  good  many  children  for  stone,  and  had  found 
that  he  could  get  a  No.  7  staff  into  the  bladder  without  any  dilata- 
tion of  the  urethra.  There  were  in  the  museum  stones  which  he 
thought  Surgeon-Major  Baker  would  not  be  able  to  crush  owing  to 
their  hardness.  Some  books  denied  that  a  stone  got  attached  to 
the  coat  of  the  bladder,  but  he  had  once  to  scoop  out  a  stone  which 
was  adliereut  on  all  sides  of  the  bladder.  He  asked  why  the 
crushing  was  complicated  with  the  cutting  operation.  If  a  cutting 
operation  was  going  to  be  done,  why  not  cut  out  the  stone  and 
drain  the  bladder  ?  Draining  of  the  bladder  was  now  considered 
a  most  important  point. 

BaiGADE-ScRGEON-LlEDTENANT-CoLONEL    PoTTER  Said   that    be 

had  been  a  stone-cutter  and  not  a  stone-crusher.  When  in  India 
he  had  seen  four  operations  for  stone  in  one  morning,  but  never 
more.  He  considered  litliolapaxy  to  be  infinitely  superior  to 
lithotomy.  He  thought  that  the  water  of  the  country  had  a  good 
deal  to  do  with  the  frequency  of  stone,  and  possibly  heredity 
might  also  have  something  to  do  with  it. 

Surgeon-Major  Baker,  replying,  said  that  to  Keegan  was 
due  the  credit  of  having  proved,  against  a  good  deal  of  prejudice, 
that  crushing  of  stone  in  children  could  be  carried  out  satisfac- 
torily. ]Mr.  Freyer  had  precisely  the  same  proportion  of  recoveries 
in  his  work  in  London,  including  adults  and  children,  as  he  had  in 
India.  Weiss's  instrument  for  children  was  No.  5  in  the  shank 
and  No.  7  in  the  bend.  His  difficulty  on  hearing  of  Mr.  Keith's 
operation  first  had  been  exactly  the  same  as  Mr.  Croly's,  and  he  had 
thought  that  crushing  combined  with  cutting  was  wrong.  First  of 
all  a  grooved  staff  is  passed,  the  urethra  opened  with  a  tenotome,  a 
grooved  director  passed  in,  then  a  small  female  sound,  and  finally 
a  large  one,  and  a  small  lithotrite  is  then  easily  passed  into  tfie 
bladder.  He  did  not  believe  that  the  wound  existed  for  more  than 
an  hour  after  the  operation.  A  single  drop  of  urine  never  came 
away  afterwards,  a  fact  which  he  could  not  explain.  Keith  gave  as 
an  explanation  that  the  opening  was  valvular.  The  operation  w'as 
entirely  different  from  perineal  lithotomy,  which  consisted  in 
making  a  large  wound  in  the  perineum  and  introducing  something 
like  a  pair  of  calipers.  He  had  no  doubt  that  Mr.  Croly  had  niet 
with  stones  which  would  defy  any  lithotrite.  He  was  sure  that 
stones  sometimes  became  adherent  to  the  bladder. 


GUNSHOT    FRACTURES. 

I 

By  J.  S.  M'ARDLE,  F.R.C.S. ; 

Sargeon  to  St  Yincent's  Hoapital. 
[Read  in  the  Section  of  Surgery,  March  4,  1898.] 

The  siirgery  of  fractures  and  dislocations  requires  revision  in 
the  light  of  mo<lern  methods.  Our  knowledge  of  the  process 
of  repair  has  advanced  much,  and  enabled  us  to  understand 
the  reasons  for  variations  of  conduct  on  the  part  of  fractures 
occurring  under  different  conditions,  or  occurring  in  indivi- 
duals of  varying  types ;  but  a  matter  of  much  greater  im- 
IJortance,  from  a  surgical  standpoint,  is  the  control  we  can 
with  safety  exercise  over  fractures  some  time  ago  supposed  to 
be  beyond  the  reach,  of  surgery.  In  this,  as  in  most  depart- 
ments of  surgerj',  those  who  have  kept  pace  with  the  times 
have  long  since  given  uj)  the  expectant  in  favour  of  the 
vigorous  and  exact  methods  which  now  prevail.  Intra-capsular 
fractures  of  humerus  and  femur,  fractured  patella,  fracture 
of  the  oscalcis  or  olecranon,  and  fractures  disposed  to  remain 
imunited,  all  come  under  the  category  of  affections  raj)idly 
and  certainly  cured  by  surgical  inter>'ention. 

This  is  due  jn  great  part  to  our  thoroughness  in  dealing 
with  the  products  of  the  original  injury,  and  our  insistence 
on  retaining  the  bones  in  such  apposition  that  formative 
material  may  be  undisturbed  during  the  early  days  of  re])air. 
The  fear  of  converting  a  simple  into  a  compound  fracture  has 
long  since  disappeared  from  the  minds  of  those  who  carry  out 
surgery  according  to  modern  ideas.  We  are  now  so  certain 
of  our  capacity  for  protecting  the  tissues  during  operative 
procedures  that  all  the  hidden  surgery  of  old  has  vanished. 
The  subcutaneous  suture  for. hernia,  the  subcutaneous  tei/o- 
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tomies,  the  valvular  incision  of  abscess,  the  subcutaneous 
section  of  veins,  all  these,  with  their  uncertainty  and  their 
high  mortality,  have  given  place  to  methods  based  on 
scientific  foundations,  i:he  outcome  of  modem  research.  Xlie 
change  as  regards  mortality  has  been  in  direct  proportion  to 
the  ^'igour  displayed  in  making  these  procedures  0}>en  and 
above  board. 

Referring  to  this  asjxict  of  the  subject,  Wharton  and 
Curtis,  505  (1898),  says : — "  In  view  of  the  greater  safety  with 
which  operations  can  now  be  undertaken,  we  think  the  time 
is  not  far  distant  when  it  will  be  considered  the  proper  tre^it- 
ment,  in  simple  fractures  with  great  deformity,  or  in  those  in 
which  it  is  difficult  to  retain  the  parts  in  position  after 
reduction,  to  cut  down  upon  the  fragments  and  secure  primary 
fixation  bv  the  use  of  sutures." 

.  In  no  department  of  bone  surgery  is  this  thoroughness 
more  to  be  encouraged  than  in  the  treatment  of  gunshot 
wounds  involving  bone.  This  is  my  excuse  for  troubling  this 
Section  of  the  Academv  with  this  communication.  I  would 
now  read  brief  notes  of  a  case  bearing  on  the  question,  and 
hope  the  details  may  not  weary  you. 

The  case  to  which  I  desire  to  allude  occupied  No.  19  bed  in 
St.  Patrick's  Ward,  St.  Vincent's  Hospital.  Dr.  Mackay,  of 
Stepaside,  saw  this  lad,  J.  S.,  aged  nineteen  years,  imme- 
diately after  an  accident  which  took  place  in  the  following 
way: — The  lad  was  trailing  a  gun  (of  his  own  making) 
after  him,  holding  it  by  the  barrel ;  something  struck  the 
trigger,  and  the  entire  of  the  charge  entered  the  arm  above 
the  bend  of  the  elbow,  shattering  the  shaft  of  the  humerus 
into  fragments.  ^ 

Dr.  Mackay  immediately  put  .the  arm  in  proper  position, 
arrested  hsemorrhage,  and  brought  the  patient  to  St.  Vincent's, 
as  he  knew  operative  interference  would  be  necessary.  I  saw 
the  patient  in  consultation  with  Dr.  JVIackay  at  10  30  that 
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night ;  we  had  him  put  under  chloroform  at  once,  the  dressings 
removed,  and  the  limb  thoroughly  sterilised  by  washing 
with  soaj)  and  water,  then  ether,  and  afterwards  with  warm 
corrosive  sublimate  solution,  1-500.  The  wound  was  now 
flushed  out  with  warm  corrosive,  and  introducing  my  finger 
through  it  I  ascertained  that  the  charge  had  passed  en  masse 
between  the  brachial  artery  and  the  tendon  of  the  biceps. 
The  arteiy  stood  out  very  rigid  and  quite  bare,  and  to  me  it 
seemed  strange  how  it  was  not  torn.  My  finger  passed 
readily  through  the  fragments  of  the  humeiiis  towards 
the  back  of  the  arm,  where  embedded  in  the  substance  of  the 
triceps  I  found  spread  out  the  contents  of  the  gun.  The  skin 
over  the  back  of  the  arm  was  sound.  I  laid  the  back  of  the 
arm  freely  open  by  a  long  vertical  incision,  which  going 
through  the  triceps  muscle  exposed  a  cavity  containing  a 
part  of  the  patient's  coat  the  size  of  a  crown  piece,  masses  of 
brown  paper,  and  almost  an  ounce  of  shot,  hardly  a  pellet  of 
which  was  normal  in  shape. 

It  was  strange  that  so  many  of  the  grains  were  battered 
into  all  sorts  of  figures,  many  of  them  being  quite  flattened. 
How  so  much  material  got  through  between  the  artery  and 
tendon  without  injury  to  the  vessel  can  only  be  explained 
by  the  complete  covering  of  the  shot  by  the  piece  of 
coat  and  the  abundant  wad  of  paper  which  I  extracted. 
Free  flushing  of  the  track  of  the  charge  caused  most  of 
the  debris  to  come  through  the  posterior  aperture  which 
I  had  made;  but,  as  will  be  seen  from  the  accompany- 
ing radiograph,  a  few  pellets  remained  behind.  A  large 
drainage  tube  was  now  inserted  through  the  arm,  a  loose 
dressing  applied,  and  the  arm  fixed  on  an  angular  splint,  such 
as  I  exhibit. 

For  some  time  there  was  copious  sero-purulent  discharge, 
and  the  patient  had  much  pain.  Thorough  irrigation  with 
warm    corrosive   sublimate    solution,    and   plugging   of    the 
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wound  with  gauze  saturated  with  a  solution  of  acetate  of 
aluminium  soon  reduced  this,  so  that  heaUng  occurred  with 
fair  rapidity.  During  this  process  the  parts  were  kept  at 
rest  by  an  L- shaped  bracketed  splint  which  was  applied  to 
the  outer  side  of  the  arm  and  forearm,  while  a  somewhat 
similar  one  supported  it  on  the  inner  side,  so  that  irrigation, 
dressing,  &c.,  could  be  earned  out  without  disturbance  of  the 
parts  injured. 

Now  the  difficulty  I  had  in  this  case  was  to  keep  the  parts 
in  apposition ;  and  in  order  not  to  disturb  them  during  repair 
I  was  obliged  to  avoid  passive  or  any  other  motion  of  the 
elbow,  and  so  when  at  last  I  was  satisfied  that  union  was 
sound,  I  found  the  elbow-joint  fixed,  and  so  firmly  that  I 
feared  bony  ankylosis,  and  not  wishing  to  attempt  vigorous 
extension  of  the  arm,  fearing  to  reproduce  in  part  the 
original  fracture,  1  took  this  picture,  which  I  think  very 
instructive,  and  which  I  found  to  be  of  great  assistance,  as  I 
now  had  no  hesitation  in  putting  the  patient  under  chloroform, 
and  forcibly  moving  the  forearm  or  the  arm. 

From  this  onward  passive  motion  was  carried  out,  and  now 
you  see  the  appearance  of  the  limb,  and  that  the  movements 
are  perfectly  free. 

The  lesson  to  be  learned  from  this  case  is  that,  contmrv  to 
most  of  the  teaching  on  the  subject,  there  is  a  fair  prospect 
of  preserving  limbs  shattered  by  gunshot  accidents  if  there 
is  no  serious  disturbance  of  the  blood  supply.  And  the  points 
I  would  lay  stress  uponMn  the  treatment  of  such  cases  are — 

(a)  The  first  dressing  must  be  thorough,  however  collapsed 
the  patient  is. 

{b)  That  fixation  of  the  limb  must  be  ensured* 

(o)  That  before  applying  the  dressings  the  circulation  in 
the  limb  should  be  restored,  either  by  immersion  in 
saline  solution  at  a  temperature  of  100**-101°  F.,  or 
irrigation  with  the  same  solution  at  103^-104^     It 
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is  extraordinary  how  this  local  application  of  heat 
restores  not  alonu  local  vitality,  but  also  the  general 
circulation. 
(cf)  That  all  these  early  procedures  be  carried  out  under 
chloroform,  as  nothing  serves  to  conBim  the  patient's 
depression  like  watching  every  move  we  make.     Be- 
sides, he  cannot  well  bear  solutions  at  the  tempera- 
ture necessary  for  the  restoration  of  vitality. 
To  Dr.  Mackay*s  promptitude  is  due  the  favourable  result 
in  this  case ;  and  to  my  assistant,  Dr.  Kennedy,  this  boy  owes 
a  deep  debt  of  gratitude  for  his  unceasing  attention  during 
his  time  in  hospital. 

The  radiography  which  I  have  shown  you,  makes  clear  the 
position  of — (a)^  the  pellets  we  could  not  extract ;  (b),  the 
situation  and  extent  of  the  fracture;  (c),  th^  complete 
freedom  of  the  elbow-joint ;  (<f),  the  amount  of  repair  material 
laid  down  at  the  seat  of  fracture. 

One  word,  in  conclusion,  in  reference  to  the  value  of  hot 
water  in  the  treatment  of  such  injuries.     It  cannot  be  too 
forcibly  accentuated  that  nothing  restores  the  vitality  of  a 
contused  part  like  heat ;  and  when  the  heat  is  applied  by  im- 
mersing the  limb  in  saline  solution,  which  (1)  raises  the 
temperature,  (2)  prevents  evaporation,  and  (3)  is  capable  of 
absorption,  one  sees  within  a  brief  period  signs  of  local  and 
general  reaction.     This  I  have  frequently  demonstrated  to 
mv  class  in  cases  of  stasis  in  the  intestine,  and  also  in  cases 
of  strangulation  of  the  omentum,  where  the  slightest  change 
in  the  vascular  condition  can  be  readily  observed.     Of  course 
you  cannot  so  quickly  appreciate   the  local  change  when 
moist  heat  is  applied  for  external  injuries,  such  as  in  our  case ; 
but  the  change  of  pulse,  the  improvement  in  aspect,  and 
the  rise  of  general  body-heat,  which  are  soon  noticeable, 
afford  ample  proof  of  the  great  value  of  this  treatment. 
Believe  me,  the  many  merits  of  boiled  neutral  saline  solutions 
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are  yet  littie  understood.  When  their  application  becomes 
more  general  and  methodical  much  suffering  will  be  avoided, 
tedious  delays  in  healing  prevented,  and  many  valuable  lives 
preserved. 


Sir  W.  Thomson  in  the  coui*se  of  some  remarks,  said  that  in 
dealing  with  recent  simple  fractures  by  operative  methods  he  woul«l 
certainly  be  in  favour  of  such  proceeding  in  cases  wiiere  the 
deformity  was  likely  to  be  very  great,  or  where  the  use  of  the  limb 
was  likely  to  be  interfered  with.  He  thought  it  would  be  perfectly 
justifiable  to  cut  down  on  such  fractures,  and  suture  them  in  proper 
position. 

Mr.  Tobin  thought  that  the  discovery  of  the  X-rays  would 
compel  surgeons  to  be  very  careful  in  their  setting  of  fractures. 
He  thought  that  they  would  yet  be  compelled  to  cut  down  upon 
ordinary  simple  fractures,  and  unite  them  by  wire  suture  in  h 
position  that  would  do  them  credit. 

Mr.  T.  Myles  said  with  regard  to  the  question  of  exposing  the 
broken  ends  of  bone,  and  keeping  them  in  position  by  means  of  wire, 
therein,  he  thought,  lay  a  pos:jibility  of  error.  There  was  no  method, 
he  said,  yet  devised  for  keeping  the  broken  ends  of  a  bone  in  position 
where  the  deformity  was  due  to  muscular  action.  The  wiring  pro- 
duced limitation  of  movement,  but  would  nut  bring  the  fragments 
well  together.  When  a  fracture  was  cut  down  upon  there  was  no 
guarantee  that  the  angular  deformity  was  corrected,  and  if  wiring 
were  carried  out,  even  tlien  there  was  no  guarantee  that  union 
would  take  place.  In  an  ordinary  fracture — say  of  the  leg — he 
maintained  that  although  the  fragments  did  overlap  slightly,  for 
practical  purposes  it  was  just  as  good  a  leg,  and  was  able  to 
perform  all  the  functions  of  a  leg. 

Mr.  G.  J.  JouNSTON  agreed  with  Mr.  M'Ardle  in  his  preliminary 
treatment  of  fractures — that  was,  very  rigorous  antiseptic  treatment, 
and  also  as  regards  chloroform.  What  was  his  opinion  regarding 
Mr.  Arbulhnot  Lnne's  treatment  of  wiring  fractures?  Mr.  Lane 
seemed  to  recommend,  not  wire  suturing,  but  screwing  the  bones 
together,  which  he  (Mr.  Johnston)  thouglit  got  out  of  the  difficulty 
MS  regards  subsequent  displacement.  He  (Mr.  Johnston)  thought 
the  treatment  very  good  for  oblique  fractures. 

Mr.  E.  H.  Bennktt  thought  that  all  surgeons  who  abstained 
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the  use  of  ansesthetics  in  the  immediate  treatment  of  fractures 
wei«  well  advised.  A  fracture  was  reduced  with  the  greatest  ease 
und«r  the  aniesthetic;  but  as  the  patient  comes  out  of  the 
anaeathelic  ho  struggles  just  as  badly  as  when  going  under, 
especially  when  the  patient  h^d  received  a  recent  injury.  Re 
related  a  case  where  the  olecnfmon  was  exposed  and  mulb&i  by 
thick  silver  sutures,  but  the  patient,  on  coming  out  of  the 
anaesthetic,  burst  everything  with  a.  movement  of  the  arm. 

Mr.  Lkntaigne  related  a  case  of  rupture  of  the  extensor  muscle 
of  the  thigh,  where  the  patient  burst  the  sniares  on  coming  out  of 
the  anaesthetic.  A  second  attempt  was  saccedsful.  Much  was 
learned  from  skiagraphs  taken  before  and  after  the  setting  of  a 
fracture.  He  took  it  for  granted  that  gunshot  fractures  should 
be  treated  the  same  as  other  compound  fractures.  It  was  his 
custom  to  inject  the  cavity  of  the  wound  with  one  in  twenty 
carbolic  lotion.  Afterwards  he  used  sterilised  water  to  wash 
away  the  strong  poisonous  antiseptic  introduced;  then,  a  thing 
which  he  considered  most  important,  he  put  the  patient  up  in 
plaster  of  Paris,  whether  compound  or  simple.  In  the  case  of  a 
compound  fracture  he  cut  a  fenestrum  through  the  plaster  imme- 
diately, and  then  cut  one  through  the  antiseptic  dressings,  and  got 
down  to  the  wound ;  a  tampon  of  gauze  was  a  most  essential  thing. 
The  use  of  plaster  of  Paris  absolutely  prevented  any  possibility 
of  injury  when  the  patient  was  recovering  from  an  anaesthetic. 
He  thought  that  even  formerly  it  would  have  been  wrong  to 
amputate  in  Mr.  M'Ardle*s  case,  seeing  that  the  artery  was 
untouched.  It^  might  have  been  a  different  thiug  if  the  nerves 
were  destroyed. 

Mr.  M'Akdle,  in  reply,  said  it  was  sixteen  years  since  he  had 
screwed  bone  in  a  case  of  ununited  fracture  of  the  collar-bone. 
He  then  utilised  two  varieties  of  screw.  He  now  adopted  the  wire 
suture  always,  and  had  fixed  bone  with  such  mean^  even  in  very 
strong  patients.  There  was  no  muscle  which  could  not  be 
temporarily  paralysed.  For  instance,  in  the  leg,  if  one  wished  to 
keep  the  bone  in  place,  the  tendo-Achilles  must  be  cut.  In  the 
thigh  the  hamstring  muscles  must  be  cut,  and  there  was  no  subse- 
quent trouble  whatever.  In  answer  to  Mr.  Joimston,  for  all  bones 
that  overlapped  he  thought  that  the  screw  was  preferable  where  the 
fracture  was  oblique.  Such,  of  course,  could  not  be  carried  out  in 
the  case  of  transverse  fractures.  As  regards  Mr.  Bennett^s  remarks 
about  the  struggling  of  a  patient  after  operation,  he  (Mr.  M'Ardle), 
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after  having  the  patient  thoroughly  dressed,  applied  a  splint  that 
prevented  the  action  of  the  intolerant  muscles,  or  he  cut  through 
the  tendon  that  was  likely  to  do  harm.  For  instance,  in  wiring  the 
olecranon  he  cut  the  more  important  fibres  of  the  triceps  musdo. 
Thitf  did  not  interfere  with  the  subsequent  usefulness  of  the  arm. 
The  struggling  was  easily  prevented  by  a  preliminary  hypodermic 
injection  of  morphin,  whicli  would  begin  to  act  by  the  time  that  the 
operation  was  over.  He  thought  that  raising  the  heel  and  flexing^ 
the  thigh  on  the  abdomen  would  have  prevented  the  rupture  of 
the  extensor  of  the  thigh  in  Mr.  Lentaigne's  case. 


OSTEOTOMY  OF  THE  FEMUR  AS  A  TREATMENT 
FOR  TUBERCULOUS  DISEASE  OF  THE  HIP  IN 
ITS  EARLY  STAGES- 

By  R.  F.  TOBIN,  F.R.C.S.I.  ; 
Sargeon  to  St.  Vincent's  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  March  4,  1898.] 

A  DELTCATB  boy,  aged  ten  years,  the  patient  just  exhibited, 
was  admitted  into  St.  Vincent's  Hospital,  Dublin,  on  Jan. 
14th,  1898,  suffering  from  well-marked  tuberculous  disease 

*  of  the  left  hip.  Flexion,  abduction,  and  apparent  shortening 
were  very  pronounced.  Pain  was  complained  of  in  the  hip 
and  knee.  The  joint  was  full  and  tender  and  apparently 
fixed,  but  under  chloroform  the  head  of  the  bone  was  mov- 
able and  could  be  pressed  down  into  the  acetabulum  with 
obliteration  of  what  was  a  striking  feature  in  the  case — 
undue  prominence  of  the  hip.  On  the  19th  I  performed  an 
osteotomy  of  the  femur,  dividing  the  bone  obliquely  from 
the  greater  to  the  lesser  trochanter  and  putting  the  limb 
straight.  Subsequently  to  the  operation  the  patient  pro- 
gi-essed  favourably,  there  being  no  pain  or  rise  of  tempe- 
rature. Five  weeks  after  the  operation  the  splint  was  re- 
moved. The  fracture  was  found  to  be  firmly  united,  the 
limb  was  in  good  position,  the  fulness  in  the  joint  was  only 
just  perceptible,  and  there  was  no  pain.     Since  then  he  has 

'  been  going  about  the  wards  wearing  a  Thomas's  splint. 
I  wish  also  to  call  attention  to  three  cases  which  were  exhi- 
bited before  the  Section  of  Surgery  of  the  Royal  Academy  of 
Medicine  in  Ireland  last  year.  As  I  have  published  particu- 
lars of  them  I  shall  content  myself  with  saying  that  they 
were  all  pronounced  cases  of  tuberctdous  disease  of  the  hip 
fulfilling  conditions  to  be  mentioned  presently,  that  the 
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patients  in  all  the  cases  at  times  varying  from  six  to  nine 
months  after  operation  walked  well  with,  straight  limbs,  and 
that  one  of  the  patients  brought  a  letter  from  the  dispen- 
sary medical  officer,  who  had  kindly  sent  him  up  for  inspec- 
tion, stating  that  on  the  day  before  he  despatched  him  to 
Dublin  the  little  patient  had  walked  four  miles  to  the  con- 
sulting-rooms of  the  dispensary  and  was  also  about  to  walk 
the  four  miles  back.  In  addition  to  these  four  patients 
there  are  two  others  who  have  lately  gone  to  their  homes 
in  very  good  condition  wearing  Thomas's  splints.  I  hope 
to  show  them  to  you  before  the  end  of  the  session. 
These  constitute  all  the  cases  I  have  treated  bv  osteotomv. 
In  every  instance  complete  union  of  the  fracture  has  taken 
place  within  six  weeks  with — avS  is  generally  the  case  after 
osteotomies — ^little  or  no  pain  or  other  disturbance;  in 
every  instance  the  progress  of  the  disease  was  arrested,  as 
instanced  by  tho  subsidence  of  swelling,  and  the  non-for- 
mation of  abscess ;  and  in  every  instance  a  fairly  rapid 
recovery  has  ensued,  and  a  straight,  useful  limb  has  either 
resulted  or  (in  very  recent  cases)  promises  to  result. 

On  the  treatment  adopted  in  th^se  cases  I  beg  to  make  the 
following  remarks.  X o  surgeon  has,  I  feel  sure,  treated  to 
their  termination  manv  cases  of  tuberculous  disease  of  the 
hip — especially  hospital  cases — by  the  ordinary  means  of  rest 
and  extension  without  having  often  asked  himself  whether 
nothing  further  could  be  done  to  arrest  the  progress  of  the 
disease  or  to  expedite  the  cure.  It  is  unnecessary  for  me  to 
appeal  to  statistics  to  show  how  tedious,  as  a  rule,  is  the 
process  of  cure  in  this  disease,  how  frequent  is  suppuration, 
and  how  indifferent  is  often  the  result.  My  discontent  with 
the  result  of  the  present  methods  and  certain  considerations 
which  I  shall  presently  state  induced  me  some  time  ago  to 
submit  some  cases  of  morbus  coxae  In  an  early  stage  to 
osteotomy  of  the  femur  on  a  level  ^idth  the  lesser  trochanter. 
These  are  the  cases  referred  to  above. 
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I  shall  briefly  state  my  reason  for  preferring^  this  plan  of 
treatment  to  the  ordinary  one  bv  extension.  I  ask  leave  to 
exclude  the  question  of  excision,  for,  although  it  is  the  most 
thorough  of  all  proceedings,  it  is,  owing  to  its  results,  not  in 
farour  with  many,  and  space  will  not  permit  of  its  con- 
sideration. The  cases  which  I  consider  suitable  for  this 
operation  are  those  in  which  there  are  no  indications  of  dis- 
integration of  the  joint,  or  of  septic  abscess,  or  of  the  disease 
being  situated  in  the  acetabulum,  and  in  which,  with  the 
patient  lying  on  his  back  and  lordosis  guarded  against,  the 
thigh  on  the  affected  side  makes  an  angle  of  more  than  30° 
with  the  bed.  Given  such  a  case  I  perform,  the  following 
operation.  I  put  the  patient  lying  on  his  sound  side  witlj 
the  affected  limb  drawn  well  in  front  of  its  fellow  and  sup- 
ported at  its  upper  third  by  a  moist  sand-bag  of  suitable  size 
and  shape.  In  this  position  an  assistant  can  by  depressing 
the  knee  divert  all  concussion  from  the  joint.  Through  an 
incision,  of  sufficient  size  to  let  one  see  things  clearly,  an 
osteotome  is  made  to  divide  the  bone  pretty  fully  excepting  a 
little  of  its  under  surface  which  is  fractured.  It  does  so 
obliquely,  from  the  lower  border  of  the  great  trochanter  to 
the  lesser  trochanter.  The  patient  is  then  turned  on  his 
back  and  while  an  assistant  keeps  the  spine  in  contact  with 
the  table  by  fully  flexing  the  sound  thigh  on  the  abdomen 
the  affected  one  is  brought  down  till  the  posterior  surface  of 
the  knee  is  also  in  contact  with  the  table.  To  guard  against 
adduction  or  abduction  both  limbs  are  "  dressed  "  (using  the 
word  in  its  military  sense)  by  a  straight  rod  resting  on  the 
anterior  superior  spines  of  the  ilium.  If  there  has  been  ad- 
duction in  the  case  some  abduction  is  introduced  in  the  new 
position.  The  wound  in  the  soft  parts  is  partially  closed  and 
a  gauze  aseptic  dressing  is  applied.  The  limbs  are  then 
fixed  in  a  modified  Brj^ant's  splint  and  the  patient  is  placed 
on  a  plank  bed  with  a  hair  mattress. 

The  advantages  I   claim   for  this  proceeding   over  the 
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ordinary  treatment  by  extension  are  as  follows.  It  at  once 
puts  the  joint  and  the  limb  in  the  best  position  for  rest. 
The  position  of  ease  for  the  joint  when  inflamed  is  no  doubt 
that  which  the  component  parts  assmne  before  other  factors, 
such  as  the  weight  of  the  limb,  come  to  disturb  them  or 
which  they  assume  when  the  capsule  is  experimentally 
hyper-distended.  For  is  not  the  position  of  greatest  dis- 
tension when  a  joint  is  full  the  position  of  greatest  relaxation 
when  it  is  empty,  and  are  not  relaxation  and  ease  synony- 
mous in  the  cases  imder  consideration  ?  Xow,  this  position 
is  not  one  in  which  the  leg  is  straight,  and  it  is  well  that  the 
leg  should  be  straight — first,  because  it  is  most  useful  so ; 
and  secondly,  because  when  bent  it  is  a  drag  and  worry  to 
the  joint.  The  problem,  is,  How  shall  we  put  the  leg  straight 
and  allow  the  component  parts  of  the  joint  to  retain  the 
position  of  ease  ?     This  can  be  done  only  by  an  osteotomy. 

It  is  pretty  generally  assumed,  even  by  surgeons  who  have 
to  warn  their  nurses  and  "residents*'  against  the  many 
devices  used  by  hospital  patients  to  render  extension  by 
weight  and  pulley  inoperative,  that  this  extension  always 
means  rest.  That  it  relieves  pain  where  there  is  starting 
of  the  limbs  we  know,  that  it  is  better  so  to  steady  a  flexed 
limb  then  to  let  it  lie  anyhow  we  also  know,  but  that  it 
means  fidl  I'est  is  another  question.  Does  it  mean  rest  for 
the  ligaments  and  capsules  which  are  stretched?  Does  it 
favour  the  absorption  of  fluid  or  the  various  processes  by 
which  nature  effects  a  cure?  Xo.  Take,  for  instance, 
adhesions.  Does  it  favour  them  ?  There  is  no  one  who  will 
not  acknowledge  that  adhesions  are  often  salutary.  They 
limit  inflammatory  processes  and  they  encapsule  irritants, 
they  give  fixation  to  parts  to  which  movement  would  be 
harmful.  Xo ;  turn  it  how  one  will,  extension  by  weight  and 
pidley  leaves  much  to  be  desired. 

My  next  point  is  that  osteotomy  brings  on  the  scene  a 
very  beneficent  factor.     This  is  a  question  on  which  I  par- 
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ticularly  ask  yoiir  opinion,  for  while  this  factor  is  for  me  a 
Uireadbare  clinical  experience,  its  very  existence  is,  I  know, 
doubted  by  one  eminent  authority.  Is  it  or  is  it  not  a  fact 
that  consequent  on  the  section  of  bone  there  occurs  in  the 
neighbourhood  of  the  point  of  section  an  alteration  of  the 
bone's  economy  which  has,  as  a  rule,  a  salutary  effect  on  any 
tuberculous  inflammation  there  existing?  I  say  it  is  a  fact. 
An  occasion  on  which  I  saw  this  strikingly  manifested  was 
one  where  I  proceeded  to  excise  a  knee  in  a  case  of  lon^ 
standing  tuberculous  disease  without  having  got  leave 
from  the  patient  to  perform  an  amputation  should  occasion 
require  it.  As  soon  as  I  had  removed  the  articular  surfaces 
I  found  that  the  disease  extended  so  far  in  both  bones  that 
it«  removal  would  have  made  union  impossible.  I  therefore 
contented  myself  with  approximating  and  fixing  the  parts. 
Without  further  surgical  interferences,  these  bones,  in  which 
for  years  a  rarefying  osteitis  had  been  advancing,  and  in 
which  prior  to  operation  there  had  been  apparently  no  efforts 
at  repair,  healed  thoroughly  and  made  for  the  patient  a 
useful  limb.  But  why  weary  the  reader  with  every-day 
incidents?  * 

On  the  fact  which  they  teach — viz.,  that  tuberculous 
bone  tends  to  mend  after  being  incised — Kirkpatrick,  Stoker, 
Stokes,  and  MacNamara  have  founded  methods  of  treat- 
ment which  have  yielded  good  results.  Almost  my  first 
experience  of  the  Boyal  Academy  of  Medicine  in  Ireland  was 
a  discussion  in  the  Section  of  Surgery  on  this  subject  raised 
by  interesting  papers  from  Sir  Thomley  Stoker  and  Sir 
William.  Stokes.  On  that  occasion  the  Section  was  almost 
unanimous  in  agreeing  with  their  views.  For  myself  I  am 
in  entire  agreement  with  them,  and  I  have  followed  their 
advice  in  more  tlian  one  case  with  good  results.  It  is,  how- 
ever, a  question  how  incision  or  resection  of  bone  does  its 
beneficient  work.  Some  say  by  the  drainage  it  affords. 
The  explanation  which  occurs  to  me  is  rather  something  of 
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this  sort.     Under  ordinary  circumstances  there  is  in  tuber- 
culous  bone  little  or  no  tendency  to  bony  reparation,  one 
sees  no   osteophytes  thrown   out   or  other   indicatiouB    of 
reactive  vitality.     Resection  of  the  bone  excites  this  vitalitv 
It  calls  upon  it  to  put  fortli  its  whole  strength  for  the  repair 
of  the  injury,     There  is  a  new  regime  before  which  the 
tubercle  process  has  to  yield — a  regime  which  in  the  case  of 
a  fracture  passing  from  the  great  to  the  lesser  trochanter 
must  extend  somewhat  to  the  neck  and  head  of  the  femur. 
Is  it  not  the  case  that  in  examining  a  specimen  of  recently 
vnited  fracture  in  anv  bone  one  sees  a  more  or  less  sclerosed 
area  extending  well  beyond  the  scene  of  injurj^  and  that  this 
condition  is  the  very  reverse  of  that  wliich  one  meets  with 
in  spreading  tuberculous  disease?     Anyhow,  whatever  tlic 
explanation,  the  clinical  fact  remains  and  the  osteotomy   I 
suggest  gives  a  large  number  of  patients  with  tuberculous 
hips  the  benefit  of  it,  since  most  observers  are  in  agreement 
that  in  the  hip  the  usual  situation  of  primary  trouble  is  at 
the  lower  part  of  the  neck  of  the  femur  just  outside  the 
epiphysial  cartilage. 

The  most  serious  objection  which  I  have  seen  urged  against 
this  plan  of  treatment  is  by  Mr.  Owen  in  the  "  Year-book  of 
Treatment,"  to  the  effect  that  either  non-union  will  follow 
the  osteotomy  or  that  union  will  take  place  at  such  an  angle 
that  the  inevitable  shortening  becomes  greatly  intensified. 
A\'ith  these  objections  experience  must  deal.  As  yet  it  is 
altogether  favourable  to  the  operation,  but  of  course  six  cases 
are  too  few  to  prove  anything.  It  should,  in  considering 
the  danger  of  non-union,  be  remembered  thiat  after 
straightening  the  limb  the  fragments  still  in  apposition  are 
not  further  disturbed,  the  soft  part«  are  not  torn,  and  the 
limb  is  at  once  placed  in  a  splint.  The  same  conside- 
ration— Le,,  the  fact  that  the  force  which  breaks  the  bone 
does  not  displace  the  fragments — taken  in  conjunction  with 
the  shortness  of  the  upper  fragment,  will  explain  the  very 
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f^liglit  degree  of  shortening  which  has  as  yet  occurred  in  these 
cases.  As  regards  treatment,  when  the  patient  is  up  and 
about  I  hold  by  Thomas's  splint.  I  use  it  from  the  outset 
with  patients  who  present  themselves  earl}',  for  it  is  easily 
fitted  to  a  fairly  straight  limb,  but  for  straightening  a 
flexed  and  adducted  limb  I  prefer  an  osteotomy.  The 
a  flexed  and  abducted  limb  I  prefer  an  osteotomy.  The 
splint  should  be  worn  for  a  considerable  time.  No  treat- 
ment can  give  qiiickly  to  a  diseased  hip  the  strength  neces- 
sary  to  bear  the  weight  of  the  body.  One  way  may  be  less 
slow  than  another,  but  all  must  be  slow.  A  want  of  con- 
sideration of  this  point  may  cause  new  methods  to  be 
unjustly  tried.  It  should  not,  however,  make  the  surgeon 
rest  content  with  things  as  they  are.  No  one  will  convince 
me  that  the  treatment  of  hip- joint  disease  has  reached  its 
highest  developmeint.  Its  present  position  is  one  calling 
loudly  for  the  attention  of  the  general  surgeon,  for  since  the 
surgeon  cannot  in  general  hospitals  detain  hip  cases  as  long 
as  is  desirable  it  is  specially  incumbent  on  him  to  do  as 
much  as  possible  for  them  during  the  period  of  their  stay, 
and  to  discharge  them  in  as  forward  a  state  as  possible. 


Mr.  T.  MiTLES  was  afraid  that  lie  couM  not  go  whh  Mr.  Tobin 
in  his  hopes  regarding  his  treatment.  The  conversion  of  a  disease 
of  the  hip-joint  with  tubercle  into  a  compound  fracture,  without 
any  attempt  to  eradicate  the  tuberculous  focus,  seemed  to  him  to 
be  very  bad.  He  recently  tried  an  osteotomy  in  a  case  of  anky- 
losis immediately  below  the  <rreat  troclianter  witli  a  fatal  result. 
AVben  the  femur  is  divided  at  the  trochanter,  and  the  lower  segment 
of  the  limb  brought  down  to  its  normal  position,  there  must  be  a 
great  pressure  exerted  on  the  tissues  in  front  of  the  upper  segment, 
causing  awful  pain.  He  had  operated  on  a  case,  and  had  no  hesi- 
tation in  saying  that  death  was  caused  by  the  awful  pain  subsequent 
to  the  operation.  If  the  deformity  in  the  early  stage  of  the  disease 
happened  to  be  rigid,  any  attempt  to  produce  the  position  advocated 
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hy  Mr.  Tobin  would,  lie  was  afraid,  produce  a  i*esult  similar  to  tlint 
he  had  described.     He  thought  that   Mr.  Tobin   was  Avrong    in 
assuming  that  when  he  had  divided  the  neck  of  the  femur  and  put 
the  rest  of  the  limb  straight,  he  had  left  tlie  upper  segment  intact. 
From  his  own  early  experience  he  was  convinced  that  excision  of 
the  hip  was  hopeless  in  the  lato  stages.     He  had  opened  n  goo<I 
many  hips  in  the  early  stages,  and  never  found  much  fluid  in  tlie 
joint,  and  was  convinced  that,  whatever  be  the  deformity,  it  was  not 
due  to  distension  of  the  joint  with  fluid.     He  thought  that  the 
deformity  was  caused  by   the  mechanical  preponderance  of   the 
muscles  in  front  overcoming  the  muscles  behind.     He  agreed  with 
Mr.  Tobin  on  operative  interference  on  the  bone,  and  thought  that 
Sir  Thornley  Stoker's  and  Sir  William  Stokes's  method  of  trephining 
the  ^reat  trochanter  gave  the  best  promise  of  a  successful  issue. 
He  believed  that  in  nine  cases  out  of  ten  rest  and  gradual  treatment 
with  the  pulley,  and  afterwards  with  a  Thomas's  splint,  would  end 
with  a  useful  limb.     Trephining  of  the  great  trochanter  might  be 
recommended  in  more  obstinate  cases. 

Mr.  Lektaignk  said  he  had  performed  excision  of  the  hip  pretty 
often  of  late,  and,  with  two  exceptions,  had  had  favourable  results. 
He  thought  that  Mr.  Tobin's  method  was  a  very  bold  procedure. 
He  had  seen  two  or  three  of  his  recent  cases,  and  thought  it  was 
a  question  altogether  of  how  those  case^  would  get  on  during  the 
next  year  or  so.  If  the  patients  were  then  in  good  health  com- 
paratively, and  if  the  hip  disease  had  disappeared,  he  said  that 
there  was  a  future  for  the  operation,  which  was  a  simple  and  an 
easy  one. 

Mr.  M^Ardlk  said  that  he  had  seen  Mr.  Tobin's  results,  and 
thought  tliem  more  remediable  than  his  own.  He  thought  Mr. 
Tobin's  procedure  one  which  was  well  worthy  of  being  carried  out. 
In  the  replacement  of  the  limb  he  had  not  observed  that  there  was 
any  difficulty  such  as  that  experienced  by  Mr.  Myles.  There  was 
a  quietude  obtained  for  the  patient  after  the  operation,  such  as  was 
obtained  by  no  other  method. 

Mr.  T.  £.  GrORDON  said  that  Mr.  Tobin's  statement  that  exten- 
sion of  the  limb  caused  stretching  of  the  ligaments  of  the  joint  was 
surely  contrary  to  the  general  pathological  teaching  in  connection 
with  the  surgery  of  joints.  In  order  to  cause  stretching  of  the 
ligaments,  one  would  have  to  cause  separation  of  the  bones.  He 
had  seen  experiments  made  to  try  what  weight  was  required  to 
effect  separation  of  the  bones,  and  it  was  something  enormous*    It 
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was^  therefore,  impossible  that  the  ordinary  extension  could  cause 
any  stretching  of  the  ligaments  of  the  joint. 

Mr.  Tobik,  replying,  said  he  had  not  such  fear  of  producing 
compoand  fracture  as  Mr.  Mjles  had.     Did  Mr.  Mjles  mean  to 
maintain  that  osteotomy  of  the  femur  was  a  very  dangerous  pro- 
ceeding?    Regarding  his  statement  that  the  lower  end  of  the  upper 
fragment  must  be  pressed  down  by  the  tissues,  and  that  he  (Mr. 
Tobin)  did  not  get  the  result  he  hoped,  the  patient  just  exhibited 
showed  that  the  upper  fragment  was  united  to  the  lower  at  an  oblique 
angle,  and  the  photograph  of  the  limb  before  the  setting  right  of  the 
condition  showed  clearly  that  its  angle  which  the  upper  fragment 
retained  was  exactly  its  angle  prior  to  the  operation.     He  again 
remarked  that,  whatever  the  cause  of  the  displacement  in  a  case  in 
which  distension  of  the  joint  existed,  straightening  would  increase 
the  tension  and  cause  harm.     Regarding  Mr.  Gordon's  remarks, 
he  (Mr.  Tobin)  said  he  had  noticed  that  a  weight  applied  for  a 
short  time  produced  no  result ;  but  the  continual  application  caused 
extension.     Also,  when  the  muscles  were  tired  the  weight  must 
pull  on  something,  presumably  on  the  ligaments  and  capsule,  and 
diseased  tissues  around  the  joint,  and  by  so  doing  it  did  not  create 
for  the  diseased  parts  a  position  of  ease. 


ox  INTESTINAL  OBSTRUCTION  FROM  MALIG- 
NANT  DISEASE  OF  LARGE  INTESTINE,  WITH 
NOTE  OF  A  CASE  OF  SUCCESSFUL  RESECTION 
OF  COLON  FOR  CANCER. 

By  JOHN  LENTAIGNE,  F.R.C.S.I. ; 

Surgeon  to  the  Mater  MisericordisB  Hospital. 

[Read  in  the  Section  of  Surgery,  April  1,  1898]. 

Ix  the  treatment  of  cases  of  intestinal  obstruction,  the 
surgeon  should  have  in  ^-iew  the  attainment  of  two  definite 
results,  of  which  the  first  and  most  pressing  is  the  relief  of  the 
obstruction  itself,  and  the  second  is  the  radical  cure  or 
removal  of  the  condition  which  has  produced  the  obstruction, 
I  believe  that  by  systematically  separating  the  procedures 
necessary  for  attaining  these  ends,  and  by  carrying  them  out 
in  a  certain  definite  wav  which  I  am  about  to  describe,  a 
maximum  of  success  is  likely  to  be  attained.  This  prin- 
ciple, but  by  a  different  method,  is  recommended  by  the  late 
Mr.  Greig  Smith,  in  the  last  edition  of  his  work  on  Abdomi- 
nal Surgeiy.  The  method  he  advocates  is  can-ied  out  in 
three  stages,  as  follows  :  — 

1st.  Fixation  of  diseased  tract  outside  abdomen. 

2nd.  Intestinal  drainage. 

3rd.  Resection  of  diseased  gut  outside  abdomen  with  sub- 
sequent cure  of  artificial  anus. 

The  method  which  I  am  about  to  describe  is,  I  think, 
simpler  and  safer  than  his. 

In  cases  of  obstruction  from  malignant  disease  of  tbe 
large  intestine  it  is  particularly  applicable,  and  in  the 
three  cases  which  I  am  about  to  detail  it  was  applied  syste- 
matically with,  I  believe,  the  best  possible  results  that  the 
morbid  conditions  present  and  the  circumstances  or  whims 
of  the  patient  would  allow  of. 
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The  procedure  adopted  by  me,  and  first  practised  in  1892, 
consists  of  the  following  steps :  — 

1st.  An  exploratory  laparotomy,  the  incision  to  be  made 
in  the  most  suitable  place;  the  abdomen  to  l>e  rapidly 
explored,  and  the  cause  of  disease  ascertained  as  far  as 
possible ;  great  care  should  be  taken  to  displace  the  parts  as 
little  as  possible,  and  to  avoid  undue  traction.  If  the 
exploration  reveals  a  possibility  of  permanent  cure,  and  if 
there  be  no  special  contra-indication,  such  as  gangrene  or 
perforation,  the  second  step — i.e.^  the  formation  of  a  faecal 
fistula  (if  possible  by  two  stages)  at  some  point  above  the 
seat  of  obstruction — is  effected,  the  fistula  to  be  at  the  side 
of  the  abdomen  opposite  to  the  seat  of  disease. 

3rd.  When  the  patient  has  recovered  completely  from  the 
operation — i.e.,  after  two  or  three  weeks,  but  not  later  than 
five  or  six  weeks — an  operation  for  radical  cure — i.e.,  re- 
section of  cancer,  &c. — is  to  be  performed. 

The  incision  for  the  last  operation  will  be  on  the  opposite 
side  of  the  abdomen  to  that  on  which  the  fistula  opens. 

A  layer  of  celloidin  over  a  continuous  catgut  suture  is 
particularly  suited  for  closing  the  wound  in  this  last  opera- 
tion, and  it  adds  greatly  to  the  safety  of  the  patient  by  pre- 
senting a  watertight  and  impermeable  barrier  to  faeces  or  any 
otlier  dirty  matter  that  may  be  near  it. 

Case  I. — ^Mrs.  G.,  widow,  aged  62,  was  admitted  to  the  Matei' 
MisericordiaB  Hospital,  suffering  from  intestinal  obstruction,  on 
April  25th,  1892.  She  was  collapsed,  vomiting  frequently,  and 
especially  when  given  any  food  or  fluid,  the  tongue  was  dry  and 
brown,  pulse  fast,  weak,  and  compressible.  She  was  not  suffer- 
ing much  pain.  1  was  told  that  she  had  been  freely  dosed  with 
morphia  before  admission.  The  abdomen  was  greatly  distended 
and  was  tympanitic.  The  bowels  had  not  acted  in  any  way  for 
three  w^eeks.  Examination  of  her  rectum  showed  the  condition 
called  ballooning,  and  at  the  tip  of  the  fingers  with  great  effort  a 
freely  movable  soft  mass   could  just  barely  be  detected. 

History. — Patient  said  that  while  taking  tea  over  a  fortnight 
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1  before  she  felt  a  sudden  severe  pain  in  the  abdomen ;  she 
vomited  then  and  several  times  afterwards.  These  symptomi^ 
were  relieved  by  morphia.  She  remained  very  ill  for  two  weeks, 
when  she  vomited  matter  noticed  by  her  to  be  lumpy,  and  which 
bore  a  decided  fsecal  odoiur. 

I  at  once  peiformcd  laparotomy.  As  it  was  plain  from  the 
symptoms  that  the  obstruction  must  be  somewhere  in  the 
larprc  intestine,  and '.probably  low  down  in  it,  I  made  my  in- 
cision over  the  caecum,  which  was  foimd  to  be  greatly  distended. 
I  did  not  make  as  thorough  and  systematic  an  examination  in 
this  case  as  in  the  following  ones,  but  I  ascertained  that  there 
was  a  large  mobile  mass,  probably  cancerous,  at  the  lower  part 
of  the  sigmoid  flexure.  I  then  stitched  the  caecum  to  the  lips 
of  portion  of  the  wound  in  the  parietal  peritoneum  and  overlying 
fascia,  inverting  the  skin  to  the  bowel  by  three  or  four  sutures 
through  skin,  muscle,  and  peritoneum  over  it,  and  I  closed  the 
ends  of  the  skin  wound  with  silkworm-gut  sutures.  The  operation 
lasted  17  minutes  in  all.  Three  days  after  I  opened  the  bowel  by 
making  a  vertical  incision  fully  two  inches  long  in  the  caecum. 
This  incision  was  not  felt  by  the  patient,  although  no  anaesthetic 
was  employed.  An  enormous  quantity  of  semi-fluid  faeces 
flowed  slowly  out,  several  large  basins  being  filled.  The  patient 
felt  great  relief  almost  at  once.  Subsequently  I  introduced 
the  glass  tube  of  an  irrigator  and  washed  out  the  cavity  of  the 
bowel,  a  further  large  quantity  of  faeces  coming  away.  To  my 
great  surprise  on  May  4tb,  eleven  days  after  operation,  a 
slight  motion  was  passed  per  anum,  next  day  another  motion 
came,  and  the  bowels  resumed  their  functions,  acting  every 
day  without  purgatives.  As  the  bowels  acted  normally  the  fistula 
rapidly  closed,  and  after  some  weeks  the  patient  left  the  hospital 
declaring  herself  quite  well,  and  refusing  to  allow  any  attempt 
at  radical  cure.  Before  she  left,  however,  a  careful  examina- 
tion was  made,  and  no  trace  of  the  tumour  previously  mentioned 
could  be  felt,  either  from  the  rectum  or  through  the  abdominal 
wall. 

Mrs.  G.  came  back  to  me  nine  months  afterwards ;  the 
fistula  had  then  reopened,  and  the  bowels  were  emptying  them- 
selves through  it ;  large  irregular  masses  of  cancer  could  be  easily 
felt  through  the  abdominal  wall  in  the  left  side  of  abdomen.  The 
case  was  then  evidently  past  all  possibility  of  radical  cure.  This 
patient  died  thirteen  months  after  the  operation. 
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Ca?b  II. — Mrs.  D.,  sent  to  me  by  Dr.  Gerald  Mitchell,  of 
Templemorc,  suffering  from  intestinal  obstruction,  was  admitted 
to  the  Private  Hospital,  Eccles-street,  on  December  20th,  1895. 

State  on  Admission. — Patient  presented  well-marked  symptoms 
of  obstruction.  She  was  constantly  vomiting,  mostly  a  semi-fluid 
matter,  coffee  ground  in  colour,  with  distinct  faecal  odour;  the 
tongue  was  furred,  her  abdomen  greatly  distended  and  tympanitic; 
no  special  tmnour  of  any  kind  could  be  found.  The  symptoms 
had  lasted  about  10  days,  and  had  come  on  quite  suddenly, 
although  there  was  a  history  of  previous  attacks  of  constipation 
and  dyspepsia,  for  which  she  had  undergone  treatment  at  the 
hands  of,  I  think,  thirteen  eminent  physicians  or  surgeons.  Assisted 
by  my  colleague,  Mr.  P.  J.  Hayes,  I  at  once  performed  exploratory 
laparotomy.  Here  again,  from  the  symptoms,  I  was  able  to  guess 
that  the  source  of  disease  would  probably  be  found  in  or  about  the 
left  side  of  the  abdomen.  I  therefore  made  my  incision,  as  before, 
directly  over  the  caecum.  I  introduced  my  hand  and  subsequently 
my  forearm  into  the  abdominal  cavity,  slowly  and  cautiously  feel- 
ing my  way  along  the  large  intestine  until  I  reached  the  sigmoid, 
where  I  felt  a  hard  mass  freely  movable  and  about  the  size  of 
a  goose's  e^g.  I  then  stitched  the  caecum  to  the  edges  of  the 
wound  on  the  parietal  peritoneum  and  fascia,  and  after  inverting 
the  skin  and  dressing  the  wound,  put  the  patient  back  to  bed. 
Next  day,  as  the  condition  of  the  patient  was  critical,  I  opened 
the  intestine  without  using  any  anaesthetic.  A  lar^  quantity 
of  liquid  faeces  came  away  at  once.  After  a  few  days'  delay, 
80  as  to  allow  of  the  toughening  of  the  adhesions,  I  washed  out 
the  bowel  througii  the  fistula,  irrigating  thoroughly  with  warm 
boiled  water.  This  procedure  was  repeated  on  several  occasions 
subsequently.  On  the  seventh  day  after  the  operation  a  small 
motion  was  passed-  per  anum,  and  frequently  afterwards  (nearly 
every  day)  a  small  quantitv  of  faeces  came  away  naturally,  the 
great  bulk  of  the  faeces  coming,  however,  through  the  fistula. 

After  some  weeks  the  patient  went  home  to  arrange  her  affairs 
before  undergoing  the  operation  for  radical  cure.  She  stayed  away 
much  too  long,  only  returning  late  in  April,  1896,  and  on  April  25th, 
1896, 1  performed  the  operation  of  resection  of  the  cancerous  mass, 
followed  by  end  to  end  anastomosis  by  two  rows  of  continuous  silk 
sutures,  after  the  method  recommended  by  Prof.  Kocher.  The 
incision  was  made  on  the  left  side  as  far  away  from  the  fistula 
as  possible.     I  then  closed  the  abdomen,  using  three  rows  of 


196  On  Intestinal  Obstruction. 

sutures,  the  deepest  of  fine  silk  for  the  peritoneum,  the  next  of 
stout  silk,  uniting  the  muscles  and  the  fascia,  and  the  third  of  cat- 
gut for  the  skin.  A  layer  of  celloidin  was  painted  over  the  line  of 
incision  and  no  other  dressing  was  employed,  except  a  loose  pad 
to  protect  the  surface  from  contact  with  the  bedclothes,  or  the 
faeces  which  was  constantly  issuing  from  the  fistula  on  the 
opposite  side  of  the  abdomen.  The  celloidin-covered  wound  was 
inspected  every  second  day,  and  one  or  two  fresh  layers  were 
applied  over  it  during  the  course  of  healing. 

The  tumour  was  examined  by  Dr.  McWeeney,  and  pronounced 
to  be  adeno-carcinoma.  The  specimen  was  subsequently  exhibited 
at  a  meeting  of  the  Surgical  Section  here. 

Recovery  was  quite  uneventful,  the  bowels  acted  naturally  on 
the  fourth  day,  and  nearly  every  day  after.  Every  day  a  smaller 
quantity  of  faeces  was  noticed  to  come  through  the  fistula,  and 
at  the  end  of  three  weeks  nothing  but  a  little  mucus  would 
be  found  on  the  pad  after  24  liours.  The  patient  returned 
home  and  has  remained  in  perfect  health  ever  since,  the  fistula 
having  closed  of  itself  within  three  months  of  the  performance 
of  the  operation. 

As  almost  two  years  have  now  elapsed  since  the  removal  of 
the  cancer,  and  a.s  the  patient  is  in  perfect  health,  in 
marked  contrast  with  her  condition  for  some  considerable 
time  before  the  operation,  there  is  reason  to  hope  that  she 
may  have  been  completely  cured. 

Case  III. — ^The  third  case  was  admitted  into  hospital  on 
June  16th,  1897,  with  well-marked  symptoms  of  intestinal 
obstruction.  Exploratory  laparotomy  was  performed  on  June 
16th;  the  incision,  as  in  the  previous  cases,  for  similar  reasons, 
being  made  over  the  cseciun,  the  seat  of  disease  was  again  foimd 
to  be  at  the  sigmoid  flexure,  at  its  lower  end. 

The  tumour  was  movable,  but  not  so  much  as  in  the  previous 
case.  A  caecal  fistula  was  made  in  two  stages  as  in  the  other 
cases,  and  shortly  after  the  patient  left  hospital,  the  bowels 
acting  freely  through  the  fistula.  I  directed  her  to  return 
to  have  the  radical  operation  performed  later  on,  but  for  one 
reason  or  ai^other  she  did  not  return  until  February,  1898,  eight 
months  after  the  original  operation.  I  felt  that  it  was  then 
altogether  too  late,  but  as  she  was  very  anxious  to  have  the  attempt 
made,  I  opened  the  abdomen  on  the  left  side  and  examined  the 
viscera.     As  I  had  feared  the  cancer  had  spread  far  and  wide. 
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the  glands  were  extensively  involved,  and  it  was  quite  impossible 
to  remove  the  disease.  I  therefore  closed  the  abdomen  in  the 
same  way  as  in  the  other  cases.  The  wound  healed  at  once,  and 
after  a  fortnight  the  patient  left  hospital,  the  bowels  acting  as 
usual  through  the  fistula.  She  was  no  better  for  the  last  opera- 
tion, but  neither  was  she  any  worse,  and  I  can  only  regret  that 
I  had  not  an  opportunity  of  performing  it  earlier,  when  a  cure 
might  have  been  effected. 

I  found  in  these  three  cases  that  a  fsecal  fistula  in  the 
caecum  could  relieve  a  patient  just  as  effectually  as  an  arti- 
ficial anus,  and  with  far  less  discomfort.  As  might  be  expected 
in  this  situation,  there  never  was  any  tendency  to  prolapse  or 
even  protrusion  of  gut,  nor  was  there  the  atrophy  of  the  bowel 
below  the  fistula,  such  as  we  see  results  in  cases  of  artificial 
anus ;  conse(juently  the  bowel  was  in  the  most  satisfactory 
state  possible  for  resection,  which  also  could  be  done  under 
the  most  favourable  conditions,  as  the  fact  that  the  bowels 
were  emptying  themselves  freely  through  the  fistula  all  the 
time  that  the  wound  was  healing  prevented  the  irritation 
and  strain  on  the  sutures  which  would  naturally  occur  when 
the  total  contents  of  the  bowel,  whatever  they  might  be, 
were  passing  over  the  sutured  parts. 

Lastly,  no  operation  was  required  to  close  the  fistula,  which 
in  each  case  closed  of  itself  as  soon  as  the  natural  action  of 
the  bowels  was  re-established.  More  remarkable  still  is  the 
fact  that  in  one  case  (the  first)  the  fistida  closed  of  itself 
when  the  bowels  acted  naturally,  and  nearly  six  months 
after  it  re-opened  of  itself,  when  the  growth  of  the  cancer 
bad  again  blocked  the  passage  below  it. 

In  each  of  these  cases  I  was  able  to  decide  that  the  seat 
of  the  disease  was  on  the  left  side,  and  therefore  I  made 
my  first  incision  on  the  right  side,  adopting  Mr.  Harrison 
Cripps'  incision — Le,^  taking  a  line  from  the  anterior  superior 
spine  to  the  umbilicus,  the  middle  of  the  incision  crosses  this 
at  a  point  1^  inches  inside  of  anterior  superior  spine. 
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I  was  quite  prepared,  however,  in  case  I  sliould  find  tlif* 
disease  to  be  in  the  cjecuni  or  anywhere  on  the  right  side  of 
the  abdomen  to  cut  down,  on  the  left  side,  on  my  hand  in- 
serted in  the  abdomen,  and  then  to  attach  the  ilium  to 
the  edges  of  this  fresli  incision.  I  would  then  make 
my  fistula  there,  completely  closing  the  incision  in  the  right 
side  in  the  ordinary  wav.  In  cases  of  doubt,  and  where  there 
is  no  indication  as  to  where  the  seat  of  disease  is,  it  is  of 
caurse  advisable  to  make  the  primary  incision  in  the  middle 
line,  but  in  such  cases  the  fistula  should  be  made  at  the  side, 
in  order  to  allow  of  the  safe  extirpation  of  the  disease  on  the 
opposite  side  later  on,  the  incision  in  the  middle  line  being 
securely  and  completely  closed.  Undoubtedly  the  middle  line 
incision  affords  greater  facility  for  examining  the  viscera;  but 
it  is  an  advantage  to  dispense  with  it  if  possible,  as  sufficient 
examination  can  generally  be  made  through  the  lateral 
opening.  There  seems  also  to  be  less  tendency  to 
protrusion  of  the  distended  bowels  through  the  lateral  open- 
ing. Where  extreme  distension  of  the  bowels  is  met  with 
a  temporary  enterotomy  with  emptying  of  the  bowels  and 
closure  of  the  opening,  should  be  performed,  but  I  did  not 
find  this  measure  necessary  in  any  of  these  three  cases.  I 
usually  insert  two  loops  of  black  silk  as  guide  sutures  in  the 
centre  of  the  exposed  gut  so  as  to  facilitate  the  subse(juent 
incision  into  the  intestine. 

I  would  also  wish  to  emphasise  the  point  that  if  in  the 
primaiy  or  exploratorj'  laparotomy  any  condition  such  as 
gangi'ene  or  perforation  were  found,  this  procedure  should 
not  be  adopted ;  an  immediate  resection  of  the  gangrenous  or 
ulcerated  parts,  or  else  a  resection  in  three  stages  with  intes- 
tinal drainage  such  as  Mr.  Greig  Smith  has  recommended, 
and  careful  cleansing  of  the  abdominal  cavity  with  gauze  pack- 
ing should  be  substituted.  Perforation  is  not  uncommon 
in  malignant  disease,  and  may  easily  be  the  detennining 
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factor  in  tie  production  of  the  attack  of  obstruction ;  it  is 
always  accompanied  by  some  peritonitis  and  foetid  exu- 
dation.^ I  would  also  odd  that  it  is  my  intention  in  future 
to  be  very  positive  and  peremptory  with  my  patients  in 
insisting  on  the  operation  for  radical  cure  within  a  few 
weeks  after  the  relief  of  the  obstruction ;  as  when  they  are 
reUeved  from  the  miseries  of  obstruction  thev  are  often 
anxious  to  postpone  and  avoid  further  interference  until  too 
late.  It  is  far  kinder  to  them  to  strongly  recommend  and 
nrge  the  radical  cure  than  to  wait  until  such  is  impossible, 
when  they  invariably  return  begging  for  aid  that  cannot 
then  be  given  them ;  moreover,  I  believe  that  the  presence 
of  the  open  fistula  makes  this  operation  much  less  dangerous 
than  it  would  otherwise  be. 

In  trans-sacral  or  abdominal  excision  of  the  rectum  a  freelv 
acting  csecal  fistula  might,  I  think,  considerably  diminish 
the  dangers  of  the  operation. 

Since  reading  this  paper  I  have  successfully  excised  the 
caecum  by  the  above  method,  the  intestinal  fistula  being  made 
on  the  left  side.  I  woidd  like  to  add  that  quite  recently  I 
have  been  informed  that  Mrs.  D.,  from  whom  the  cancer  of 
sigmoid  flexure  was  removed,  remains  in  perfect  health  now 
two  years  and  six  months  after  the  operation. 


A  CASE  OF  H^MOERHAGIC  INFARCTION  OF  THE 
SMALL  INTESTINE ;  SUCCESSFUL  RESECTION. 

Bt  T.  E.  GORDON,  M.B.,  F.R.C.S.I. ; 
Surgeon  to  the  Adelaide  Hospital. 

[Read  in  the  Section  of  Surgery,  April  1,  1898.] 

The  history  of  the  following  case  seems  to  me  to  possess 
sufficient  clinical  and  pathological  interest  to  justify  my 
bringing  it  before  you :  — 

Case. — The  patient  is  a  woman  about  forty-five  years  of 
age.  She  gave  me  a  tolerably  clear  history  of  secondary  syphilis, 
contracted  some  eight  or  ten  years  ago,  and  she  has  now  un- 
doubted evidence  of  tertiary  syphilitic  ulceration  of  the  hard  and 
soft  palate. 

In  November,  1896,  she  was  operated  on  by  Mr.  Scott  for 
strangulated  femoral  hernia  on  the  right  side,  and  she  made  a 
complete  recovery.  Her  health  continued  good  until  the  day 
before  her  re-admission. 

On  the  morning  of  that  day — i.e.y  August  l7th — she  was  feeling 
as  well  as  usual  and  her  bowels  were  moved.  While  she  was 
having  her  lunch  at  12  o'clock,  she  got  a  sudden  and  most  severe 
griping  pain  in  the  lower  part  of  the  abdomen.  She  was  carried 
to  bed  and  Dr.  Woods,  of  Amiens-street,  sent  for,  who  gave  her 
morphia  when  he  arrived.  At  about  five  o'clock  on  the  next 
morning,  the  18th,  she  commenced  to  vomit,  and  this  symptom 
persisted  until  the  time  of  admission.  The  bowels  were  not 
moved  subsequent  to  the  attack  of  pain.  She  was  sent  at  once 
to  the  Adelaide  Hospital,  and  placed  under  my  care,  in  Mr. 
Scott's  absence. 

When  I  saw  her  she  appeared  to  be  very  ill  but  not  collapsed. 
The  abdomen  was  not  distended  and  was  sufficiently  flaccid  to 
enable  me  easily  to  detect  a  tumour  in  the  right  iliac  region,  ap- 
parently formed  by  a  distended  coil  of  intestine.  Dr.  Peacocke  saw 
the  patient  with  me,  and  both  he  and  I  thought  the  case  one  for 
immediate  operation.  We  supposed  that  there  existed  some 
form  of  mechanical  obstruction ;  I  accordingly  operated  and  was 
assisted  by  Dr.  Smyly. 
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On  opening  the  abdomen,  in  the  middle  line  below  the 
umbilicus,  a  considerable  amount  of  blood-stained  fluid  escaped, 
and  a  distended  coil  of  very  dark  bowel  presented  in  the  wound. 
The  peritoneum  had  not  lost  its  polish,  and  indeed  there  were 
none  of  the  unequivocal  signs  of  gangrene  present.  There 
seemed  to  be  a  constriction  at  the  upper  end  of  the  loop,  and  this 
marked  off  the  darkened  region  very  abruptly ;  below  the  transi- 
tion to  normal  intestine  was  more  gradual.  The  wall  felt  thick- 
ened and  emitted  a  heavy  but  not  offensive  odour.  In  the 
mesentery  I  found  a  continuation  over  a  limited  area  of  the 
same  condition.  I  decided  to  resect  and  establish  end  to  end 
anastomosis.  I  used  for  the  latter  purpose  Mr.  Ball's  bobbin 
of  the  smallest  size  I  could  obtain,  and  fixed  the  ends  of  the 
intestine  into  the  groove  with  purse-string  sutures.  Over  this 
I  applied  a  continuous  sub-serous  suture  of  fine  silk.  For  reasons 
already  indicated  I  removed  a  considerable  area  of  mesentery. 
Finally,  I  sponged  out  any  fluid  in  the  neighbourhood,  and  closed 
the  abdominal  wound. 

The  amount  of  bowel  removed  measured  two  feet.  It  was  found 
to  contain  a  mass  of  foul-smelling  blood-clot.  The  wall  was 
much  thickened,  and  the  constriction  at  the  upper  end  proved 
more  apparent  than  real.  There  was  no  stricture  and  no 
ulceration  of  the  mucous  membrane. 

I  did  not  discover  any  definite  cause  for  the  condition  found. 
It  is  worth  noting  that  some  vessels  in  the  mesentery  bled  freely 
as  they  were  divided,  and  one  of  considerable  size  was  cut,  which 
may  have  been,  in  part,  responsible  for  a  complication  which  I 
must  now  refer  to. 

On  the  third  day  after  the  operation,  at  6  30  a.m.,  the  patient 
complained  of  the  most  intense  pain  in  the  abdomen.  The 
house-smrgeon  gave  one-sixth  of  a  grain  of  morphia,  which  relieved 
her,  and  when  I  arrived  she  did  not  appear  to  be  in  any  great 
degree  of  danger.  With  the  attack  of  pain  a  slight  fallK)f  tem- 
perature occurred,  and  the  pulse  was  128.  By  the  22nd,  the 
fifth  day  since  operation,  the  temperature  reached  normal,  and 
the  course  of  the  case  until  the  27th  seemed  to  promise  an 
uninterrupted  recovery.  On  that  date  I  found,  on  removing  the 
dressings,  that  a  considerable  leakage  of  intestinal  fluid  had 
taken  place.  I  opened  up  the  wound  to  some  extent  and  packed 
with  iodoform  gauze.  A  couple  of  days  later  (the  29th)  a  slough 
came  away  which  seemed  to  represent  the  entire  line  of  union, 
and  contained   a  considerable   length  of   both   sutures,    super- 
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ficial  and  deep.  Up  to  this  time  the  bowels  had  not  been  moved 
satisfactorily,  but  there  was  clearly  no  obstruction,  nor  was  there 
evidence  of  other  than  a  purely  local  peritonitis.  On  the  30th 
I  ordered  a  castor-oil  enema,  w^hich  acted  well.  The  discharge 
of  bile-stained  fluid  was  now  so  great  as  to  necessitate  very 
frequent  change  of  dressings — on  two  occasions  nine  times  in  the 
twenty-four  hours.  On  September  5th  the  patient  passed  a 
natural  motion  and  the  discharge  from  the  wound  was  reduced 
to  very  little,  and  had  ceased  entirely  on  the  following  day. 
It  recurred  to  a  very  slight  extent  a  few  days  later — a  mere 
soiling  of  the  plugging,  before  it  finally  ceased — i.e.,  ten  days 
after  the  discharge  was  first  observed  and  about  three  weeks 
from  the  date  of  operation. 

The  subsequent  history  has  been  uneventful,  and  the  patient 
now  appears  in  perfect  health. 

Remarks. — It  is  scarcely  possible  to  form  an}'  definite 
opinion  concerning  the  cause  of  sloughing  at  the  suture  line. 
The  possible  influence  of  the  division  of  the  mesentery  I 
have  already  alluded  to.  It  may,  however,  have  been  due  to 
an  extension  of  the  pre-existing  local  condition,  and  the 
accident  might  have  been  avoided  by  a  more  liberal  resec- 
tion. Or,  again,  the  flange  of  the  bobbin  may  have  exerted 
undue  pressure  on  the  wall  of  the  gut  as  it  passed  over  it. 
This  would  have  been  avoided  by  using  a  smaller  tube. 

With  some  hesitation  I  have  arrived  at  the  conclusion 
that  this  case  was  one  of  hcemonhagic  infarction  of  the 
intestine  dependent  upon  a  sudden  obstruction  of  some 
branch  of  the  superior  mesenteric  vessels. 

The  condition  might  conceivably  have  been  due  to:  — 

1.  Inflammation.  This  we  can  certainly  exclude,  for  it 
is  impossible  that  such  a  violently  acute  inflammation 
could  have  remained  so  distinctly  local.     The  onset,   too, 

ft.' 

was  more  sudden  than  could  be  explained  on  this  hypothesis, 
and  finally  there  was  no  cause  found  for  such  inflammation — 
no  bacteria  or  veiy  few — and  the  microscopic  appear- 
ances were  not  those  of  inflammation. 

2.  Some   of   the    usual  causes  of   intestinal   obstmction. 
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None  of  those  wore  to  be  soon  at  tlio  operation,  and  the 
appearance  of  the  involved  segment  of  gut  was  not  such  as 
one  would  expect  to  find  if  the  cause  had  been,  let  us  sav,  a 
fjoritoneal  band.  Had  such  been  present,  though  over- 
looked, surely  the  delimitation  of  the  area  of  strangulation 
would  have  been  as  marktMi  at  the  one  extremity  as  the 
other ;  and  this,  as  we  have  seen,  was  certainly  not  the  case. 
There  were  no  evidences  of  previous  inflammation  about  the 
hernial  orifices. 

3.  If  it  is  allowed  that  none  of  these  extrinsic  causes  were 
at  work,  it  foUdws  that  the  cause  of  obstructed  circulation 
nmst  be  looked  for  within  the  vessels  themselves — must,  in 
fact,  have  been  either  embolism  or  thrombosis. 

The  possibility  of  the  occurrence  of  an  infarction  as  the 
result  of  occlusion  of  the  superior  mesenteric  vessels  seems 
at  first  sight  verj'  diflScult  to  admit.  One  is  accustomed  to 
find  such  a  lesion  in  areas  supplied  by  terminal  arteries 
only.  Experiments,  however,  as  x^dl  as  numerous  recorded 
cases  of  intestinal  infarct,  place  the  possibility  beyond  doubt. 
The  subject  is  dealt  with  in  Ziegler  s  "  Patholog}',"  as  well 
as  by  Cohnheim  in  a  most  important  and  convincing  essay, 
by  Goats  and  otliers.  I  will  quote  a  few  passages  of  special 
interest  from  the  la^t-named  pathologist.  He  writes :  — "  It 
has  been  said  that  the  h hemorrhagic  infarction  forms  in  the 
case  of  end  arteries,  but  there  is  an  apparent  exception  to 
this  in  the  case  of  the  superior  mesenteric  artery.  If  the 
superior  mesenteric  ai*tery  or  one  of  its  larger  branches  be 
obstructed,  haemorrhage  occurs  in  the  intestine  and  mesen- 
ter}',  and  the  portion  of  gut  suffers  necrosis ;  but  it  is  well 
known  tl^^t  the  anastomosis  of  the  mesenteric  arteries  is 
tolerably  free.  The  explanation  of  this  apparent  anomaly 
has  been  worked  out  by  Cohnheim  and  his  pupils  in  a  yery 
interesting  manner.  As  a  rule,  it  may  be  said  that  main 
stems  have,  in  proportion  to  their  size,  much  less  consider- 
able anastomotic  communications  than  the  smaller  branches. 
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If  the  main  stem  be  obstructed,  therefore,  the  resto- 
ration of  the  circulation  occurs  much  more  slowly  than  when 
a  small  stem  is  the  seat  of  obstniction.  In  the  case  of  tlie 
superior  mesenteric  and  its  larger  branches  obstruction  is 
slowly  recovered  from,  and  for  a  time  the  circulation  is 
virtually  at  a  standstill. 

"  But  here  a  very  important  element  comes  into  consider- 
ation. The  vessels  of  all  parts  of  the  body  are  not  equally 
resistant.  Those  of  the  skin  and  muscles  are  peculiarly 
resistant,  and  are  able  to  stand  a  considerably  prolonji^ed 
deprivation  of  blood.  It  is  different  mth  those  of  the 
intestines."  The  author  then  proceeds  to  describe  an  experi- 
ment made  to  test  the  vulnerability  of  the  intestinal  vessels- 
The  conclusion  drawn  from  this  is  that  "  before  the 
anastomosis  can  be  established,  the  backward  flow  from 
the  veins  has  already  begun,  and  even  the  diapedesis. 
The  re-establishment  of  the  circulation  even  increases  the 
tendency  to  lijemorrhage,  as  it  subjects  the  blood  to  a  higher 
pressure  than  that  of  venous  blood.  The  experiments 
referred  to  showed  that  when  the  superior  mesenteric  artery 
is  obstructed  the  htemorrhage  infarction  forms  with  a  back- 
ward flow  from  the  veins  just  as  in  other  cases." 

I  must  allow  that  it  is  more  difficult  to  explain  an 
infarction  limited  to  a  single  loop  of  intestine  than  the 
occuiTenci)  of  a  more  extensive  lesion ;  for  it  seems  neces- 
sary to  assume  that  the  obstruction  which  produces  the  less 
effect  is  situated  in  a  part,  of  the  superior  mesenteric  dis- 
tribution where  the  collateral  circulation  is  extremely  free. 
It  is  possible,  however,  that  this  may  be  explained  by 
supposing  that  when  one  vessel  had  become  occluded  a 
rapid  extension  of  thrombotic  occlusion  follows  along  the 
alterative  blood  circuits.  This  would  be  less  difficult  to 
assume  possible  if  it  could  be  shown  that  the  vessels  of  the 
area  were  atheromatous  or  otherwise  abnormal.  I  will  have 
something  to  say  with  reference  to  this  point  presently. 
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To  conclude  this  part  of  my  subject  I  may  add  that  the 
appearances  in  my  case,  both  macroscopic  and  microscopic 
were  such,  as  one  would  expect  to  meet  with  in  a  case  of 
sudden  vascular  occlusion.  Thus  there  was  considerable 
hspmorrbage  into  the  peritoneal  cavity ;  the  coil  itself  was 
full  of  foul-smelling  blood-clots,  and  microscopic  exami- 
nation showed  that  the  wall  of  the  intestine  was  ever^'where 
occupied  by  extravasated  blood. 

Although  cases  of  htemorrhagic  infarction  of  the  intes- 
tine are  uncommon,  I  have  found  records  of  a  considerable 
number.  Osier,  for  instance,  has  recorded  three  which  have 
occurred  in  his  own  practice.  Most  of  the  cases  have  been, 
a8  one  would  ecspect,  associated  with  heart  disease,  but 
different  causes  have  operated  in  others.  Ulceration  of  the 
duodenum  appeared  to  be  the  primary  lesion  in  one  instance, 
and  aneurj'sm  of  the  superior  mesenteric  arterj^  caused 
infarction  in  one  of  Osler^s  cases.  In  the  present  case  two 
important  questions  naturally  suggest  themselves.  Could 
the  lesion  be,  in  any  way,  traced  to  the  syphilis,  and  did  the 
strangulated  hernia  take  any  part  in  its  causation? 
Syphilitic  arteritis  is  a  well-recognised  pathological  con- 
dition and  although  most  writers  on  the  subject  deal  almost 
exclusively  with  it  as  it  affects  the  cerebral  vessels,  there  can, 
I  think,  be  little  doubt  that  any  artery  may  show  similar 
changes.  This  is  rendered  probably  by  a  priori  reasoning 
and  more  than  probable  by  the  record  of  numerous  cases  of 
endarteritis  in  vessels  other  than  cerebral  in  syphilitic 
subjects.  Instances  of  its  occurrences  in  those  whose  age 
is  much  below  that  at  which  arterial  disease  from  other 
causes  usually  takes  place  are  of  special  importance.  There 
is  then  nothing  improbable  in  the  supposition  that  this  case 
may  have  been  one  dependent  on  arterial  thrombosis  in 
syphilitic  vessels.  Moreover,  cases  have  been  reported  of 
mesenteric  thrombosis  stated  to  be  of  a  syphilitic  nature. 

As  regards  the  second  question,  it  is  worth  noting  that  the 
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damaged  coil  lay  in  the  right  iliac  region,  and  the  pre- 
vious strangulation  had  been  on  the  same  side.  It  is,  too,  of 
interest  in  this  connection  to  i-ecall  to  mind  Mr.  Hutchin- 
son's statement  that  *' In  almost  all"  (tertiary  affections) 
^'  we  see  good  reason  to  believe  that  in  addition  to  the  syphi- 
litic taint  some  localising  influence  takes  an  important  share 
in  evoking  the  local  changes."  Is  it  not  just  possible  that 
tlie  strangulation  may  have  acted  in  tliis  instance  as  such 
-tin  influence  and  determined  the  occurrence  of  the  syphilitic 
arteritis  in  this  particular  region  ? 

The  extent  of  intestine  involved  may  range  from  a  ft»>v 
inches  to  almost  the  entire  length  of  the  small  intestine,  ns 
in  a  case  recorded  by  Dr.  Frederick  Taylor,  and  I  have  seen 
a  report  of  one  case  in  which  three  distinct  infarctions  had 
taken  place. 

The  disease  is  very  generally  fatal,  but,  it  is  supposed,  not 
necessarily  so  in  all  cases.  A  case  of  Gull's  is  quoted  in 
proof  of  this.  In  this  patient  copious  ha?morrhage  at  the 
outset  withv  subsequent  passage  per  rectum  of  long  sloughs 
•of  mucous  membrane,  together  with  a  preceding  cedema  of 
the  arm  of  supposed  syphilitic  origin,  were  the  signs  relied 
on  in  making  the  diagnosis. 

The  symptoms  are,  as  one  would  expect,  veiy  variable. 
Hjemorrhage  from  the  bowels  followed  by  signs  of  intestinal 
obstruction  might,  in  some  cases,  lead  one  to  suspect  an  in- 
farction if  there  was  some  possible  cause  for  embolism  or 
thrombosis  present.  It  will  have  been  noted  that  there  was 
no  blood  passed  in  this  case  of  mine. 

Little  need  be  said  with  reference  to  treatment.  Any 
case  presenting  such  symptoms  as  these  would  be  looked  upon 
by  most  medical  men  as  one  urgently  requiring  operative 
interfei-ence,.  and  it  would  then  depend  on  the  extent 
of  bowel  implicated  whether  resection  could  be  carried  out 
or  not.  An  example  of  successful  resection  for  this  con- 
<Ution  is  recorded  in  the  Annals  of  Surgery  for  1895. 
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Tbe  following  discussion  took  place  on  ^Ir.  Lcntaigne  and  Mi*. 
T.  E.  Gordon's  pa|»crs : — 

Mk.  Wheeler  agreed  with  Mr.  Lentaigne  in  advocating  h 
fistula  before  performing  tlie  operation  for  cancer  of  the  rectum  or 
excision  of  the  bowel  for  malignant  disease.  Such  a  proceeding 
allowed  a  patient  ah-eady  run  down  in  health  to  regain  strengUi 
before  excision  of  tlie  bowel.  He  thought  it  a  happy  thing  that 
bobbins  would  probably  be  required  no  longer  since  the  discovery 
of  MaunselFs  method.  He  had,  unfortunately,  lost  two  cases  by 
Murphy's  button,  to  which  he  thought  the  result  was  due.  The 
best  result  of  excision  of  the  large  intestine  he  had  ever  seen  was 
obtained  by  the  late  Dr.  Kidd,  and  he,  having  excised  the  bowel  for 
about  six  inches,  sutured  the  bowel  over  a  scoop  cut  out  of  a  piece 
of  carrot. 

Dr.  Harrison  Scott  said  he  had  reduced  an  acute  strangu- 
lated hernia  in  the  case  to  which  Dr.  Gordon  refciTed.  On 
hearing  of  the  subsequent  obstruction  he  suspected  that  there  were 
some  bands  from  the  former  condition,  but  none  were  afterwards 
found.  He  thought  the  infarct  was  due  to  tertiary  syphilid.  In 
1891  he  had  operated  on  a  lady  with  a  small  tumour  in  right  iliac 
fossa.  On  performing  a  laparotomy  a  tumour  of  the  caecum  Avas 
discovered.  The  caecum,  with  a  small  piece  of  ileum,  was  removed, 
and  the  ileum  sutured  to  ascending  colon.  The  case  went  on  well  for 
eight  days,  but  then  became  collapsed,  with  normal  temperature 
and  rapid  pulse.  No  bobbin  was  used.  Death  occurred  in  an 
hour.  PoH-martem  showed  that  the  suture  had  given  way,  and 
extravasation  of  intestinal  contents  into  abdomen  followed.  He 
mentioned  a  second  case,  in  which  he  found  peritonitis  about  the 
caecum,  with  a  tumour  of  colon  near  splenic  flexure.  A  perfora- 
tion of  the  colon  was  found  at  the  seat  of  stricture.  He  was  not 
able  to  make  an  artificial  anus  about  the  csecum,  as  it  was  bound 
down  by  adhesions,  but  performed  a  resection  of  the  cancer.  He 
bad  never  found  the  results  of  a  direct  colotomy  favourable.  He 
had  only  performed  three  resections  of  the  intestine,  and  had  used 
direct  suturing.  He  had  an  objection  to  the  use  of  any  bobbin. 
He  found  that  with  two  continuous  sutures — first,  a  perforating 
one,  and  then  a  peritoneal  one — a  good  junction  could.be  obtained, 
and  there  was  less  risk  of  subsequent  trouble. 

Mr.  R.  Glasgow  Patteson  congratulated  Mr.  Lentaigne  on  hid 
cases,  and  agreed  with   him   on  the  advisability  of  immediate 
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suturing.  He  had  no  doubt  that  the  misfortunes  in  Dr.  Gordon's 
case  were  due  to  the  bobbin.  Deaths  with  Murphy's  button,  or 
other  form  of  button,  were  recorded  as  due  to  secondary  shock, 
but  in  these  cases  no  post-mortems  had  been  made,  and,  therefore, 
secondary  shock  was  a  condition  with  which  he  was  not  familiar. 
Such  deaths  he  thought  were  due  to  septic  peritonitis.  He  con- 
sidered artificial  means  utterly  unsurgical,  and  were  simply  devices 
to  save  the  opei*ator  from  his  want  of  surgical  technique. 

Mr.  Henry  Gray  Croly  mentioned  a  case  on  wliich  he  operated 
for  a  tumour  in  region  of  csecum.  On  cutting  down  a  sarcomatous 
tumour  was  found.  The  tumour  was  adherent  on  every  side,  and 
could  not  have  been  removed  by  an  incision  on  the  opposite  side. 
On  exploration  it  burst,  and  proved  to  be  the  caecum,  with  the 
intestine,  but  there  had  been  no  previous  symptom  of  obstruction. 
The  tumour  was  excised,  and  ileum  brought  to  colon  directly. 
Death  occurred  in  three  days.  Post-mortem  showed  a  leakage 
above  the  suture,  where  there  was  a  perforated  space.  With 
reference  to  Mr.  Scott's  remarks,  he  did  not  think  that  he  (Mr. 
Croly)  had  ever  seen  any  bands  which  would  set  up  symptoms  of 
strangulated  hernia  a  second  time.  He  had  had  eighteen  success- 
ful consecutive  cases  of  colotomy,  and  had  never  regretted  doing 
the  operation.  Colotomy  relieved  in  a  most  remarkable  way  a 
man  with  cancer  of  rectum  by  staying  the  progress  of  the  disease, 
and  taking  the  feces  through  a  different  channel.  By  keeping  the 
patient  alive  for  a  year  or  so,  it  was  all  that  surgery  could  do.  He 
never  understood  what  secondary  shock  was. 

Mr.  Lentaigne,  in  reply,  said  he  agreed  with  Mr.  Gordon  as  to 
the  probable  cause  of  the  slough  in  his  case.  ?Ie  did  not  employ 
Murphy's  buttons,  and  considered  their  use  likely  to  lead  to 
ignorance  of  proper  technique.  He  thought  a  surgeon 
should  depend  on  his  suturing  and  not  on  any  mechanical 
treatment.  Unless  a  man  could  suture  securely  he  should  not  operate. 
Mr.  Croly  had  misunderstood  him  in  inferring  that  his  incision  for 
cancer  should  be  on  the  opposite  side  of  abdomen.  His  incision 
for  the  fistula  should  be  on  opposite  side  of  abdomen,  so  that  the 
fistula  could  act  efRciently  at  a  safe  distance  from  the  incision  for 
radical  cure,  which  should  be  made  later  on  directly  over  the  cancer. 
With  regard  to  Mr.  Croly's  remarks  on  the  duration  of  life  after  opera- 
tion for  cancer,  his  (Mr.  Lentaigne's)  second  case  was  still  living 
and  perfectly  well — that  was  for  a  period  of  two  years  after  the 
operation.  » 
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Mr.  T.  E.  Gordon,  replying,  said  that  although  he  used  the 
Ball's  bobbin,  yet  he  wished  it  to  be  understood  he  did  not  use  his 
means  of  suturing.  He  thought  it  unsatisfactory  to  make  such  a 
wholesale  attack  upon  bobbins  and  other  meclianisms,  as  some  of 
the  speakers  had  done.  All  operations  with  bobbins  were  by  no 
means  on  the  same  lines.  He  thought,  however,  that  Murphy's 
buuon  was  open  to  all  objections  brought  forward.  In  some 
eases  the  button  was  used  to  hasten  the  operation,  where  purse- 
string  sutures  were  used  for  the  first  row,  and  over  that  a  second 
row  of  subserous  sutures,  very  carefully  applied.  He  did  not  con- 
nder  that  the  best  means,  and  would  not  use  it  again.  Again,  the 
bobbin  was  sometimes  used  merely  as  a  means  of  support  to  the 
line  of  suturing  and  to  facilitate  the  operation.  In  this  case  the 
first  and  second  rows  of  sutures  were  applied  with  the  same  care. 
This  was  Mr.  Hobson's  method. 
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PERFORATING  GASTRIC  ULCER  SUCCESSFULLY 

TREATED  BY  OPERATIOX. 

By  JOHN  CAMPBELL,  M.A.,  M.D.,  F.R.C.S.Ekg.; 

Surgeon  to  the  Samaritan  Hospital   for  Women,  Belfast; 
Assistant  Sargeon  to  the  Belfast  Maternity  Hospital. 

[Read  in  the  Section  of  Surgery,  May  13,  1898.] 

Casb. — The  patient  was  a  widow,  a^ed  thirty-five.     Twenty- 
years  ago  she  had  suffered  for  two  years  from  persistent  pain  in 
the  gastric  region,  which  was  aggravated  by  taking  food.     This 
disappeared,  but  for  eighteen  years  she  had  been  subject   to 
attacks  of  pain  of  a  neuralgic  character,  which  occupied  various 
situations — head,  face,  side,  <fec. — came  on  at  regular  intervals, 
and  were  relieved  by  quinine.     About  the  beginning  of  July, 
1897,  an  attack  of  apparently  the  usual  character  came  on.     It 
was,  however,  noticed  by  Dr.  O'Hara  that  the  paroxysms  had 
a  distinct  relation  to  the  times  of  taking  food,  occurring  about 
three  hours  after  meals.     Vomiting  after  food  took  place  twice. 
Under  dietetic  treatment  the  symptoms  were  becoming  less  acute, 
when,  on  July  20th,  1897,  she  took  a  small  quantity  of  porridgre 
and  milk  for  supper  at  9  p.m.,  and  at  about  10  30  retired  to  bed, 
and  fell  asleep.     Before  11  she  was  awakened  by  a  sharp  pain 
in  the  abdomen,  which  she  recognised  as  more  severe  than  any 
she  had  previously  felt.     It  increased  in  intensity  when  she  goi 
out  of  bed.     Dr.  O'Hara  saw  her  at  1  30  a.m.     She  had  then 
great  pain  in  the  left  of  the  epigastric  re^on,  and  had  vomited 
twice  since  the  seizure.     There  was  some  rigidity  of  the  abdo- 
minal muscles,  and  no  alteration  in  normal  liver  dulness.      The 
pulse  was  80,  and  the  temperature  normal.    She  got  one-sixth  of  a 
grain   of  morphia  hypodermically,    and  J  iv.  of  brandy  by  the 
rectum.     At  1  30  p.m.  on  July  21st  she  was  complaining  of  somo 
pain  in  the  epigastric  region,  and  of  inability  to  lie  down,  prefer- 
ring a  half-sitting  posture  in  bed.     Her  pulse  was  104,  her  tem- 
perature 101,  and  her  abdomen  was  considerably  distended  and 
tympanitic.     As  the  pulse  and  temperature  had  been  gettin^j 
worse  hour  by  hour,  it  was  decided  to  operate  at  once. 
Chloroform  was  given  by  Dr.  Mullan,  and  I  proceeded  to  open 
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the  abdomen,  Drs.  O'Hara  and  Currie  assisting.       A  median 
incision  in  the  epigastrium   allowed  some  gas  to  escape,   and 
showed  the  front  of  the  stomach  to  be  covered  with  a  milky 
fluid,  which  welled  out  of  the  wound,  and  was  sponged  away  to 
the  amount  of  two  ounces.     Many  patches  of  lymph  were  seen 
towards     the     upper     border     of     the     stomach     and     across 
the  front  of  it  towards  the  left.     The  thickness  of  the  abdominal 
walls  fendered  a  lon^r  incision  necessary,  and  it  was  accordingly 
extended  from  one  and  a  half  inches  below  the  ensiform  process 
to  an  inch  below  the  navel.     Careful  inspection  then  detected 
greenish   fluid    welling    out    of   the    stomach    near   the    lesdor 
curvature  and  about  an  inch  from  the  pylorus,  the  perforation 
being  as  large  as  a  three-penny  piece.     Below  and  on  the  left 
the  aperature  was  bounded  by  apparently  normal  stomach  wall, 
and  above  and  on  the  right  by  a  mass  of  cicatricial  tissue  as 
thick  as  the  forefinger.     The  opening  was  plugged  with  gauze, 
and  the  stomach  area  was  packed  round  with  towels  which  had 
been  recently  boiled.       The  edges  of  the  opening  were  trim- 
med with  scissors,  the  cicatricial  tissue  being  freely  removed, 
except  above,  where  cutting  it   away  caused  free  bleeding.     The 
raw  edges  were  brought  together  by  a  continuous  suture  of  fine 
silk,  including  the  whole  thickness  of  the  stomach  wall.     Over 
this  about  a  dozen  interrupted  Lembert  sutures  were  placed,  and 
over  all  a  piece  of  small  omentum  was  tacked  down   by  a  con- 
tinuous suture.     The  abdomen  was  cleaned  by  gauze  sponges. 
A  gauze  drain  was  inserted  in  the  upper  angle  of  the  wound, 
reaching    well  over  towards  the  spleen,  where  the  gastric  con- 
tents had  spread  most  freely.     The  lower  three-fourths  of  the 
wound  was  closed  by  interrupted  silkworm-gut  sutures.     Owing 
to  the  distension  great  difficulty  was  experienced  in  getting  the 
abdominal  walls  to  meet  over  the  bowels.     Iodoform  dre8sin<;r8 
were  applied. 

After  Treatment. — A  copious  enema  given  after  operation 
proved  very  effective  in  relieving  thirst.  Nutrition  was  kept 
up  for  five  days  by  enemata.  Then  feeding  by  mouth  was 
cautiously  commenced,  water  bein^  given  first,  then  animal  ex- 
tracts, and  then  milk.  The  gauze  drain  was  removed  on  the 
fifth  day,  and  the  stitches  on  the  fourteenth  day.  The  track 
in  which  the  gauze  drain  lay  healed  by  granulation,  the  rest  of 
the  wound  by  immediate  union.  On  the  third  day  the  pulse 
slowed  down  remarkably,  and  remained  for  twelve  hours  under 
Eixty  in  the  minute. 
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Remarks. — The  abdomen  was  not  flushed  out  because  we 
thought  the  stomach  contents  had  not  spread  far  beyond  the 
gastric  region,  and  we  feared  that  flushing  might  only  dis- 
seminate them  still  further.  Therefore  sponging  and  drain- 
age were  relied  on.  Previous  to  closing  the  abdomen  the 
cavity  of  the  small  sac  was  inspected  through,  an  opening 
torn  in  the  omentxim  near  the  lower  border  of  the  stomach. 
It  was  found  to  be  uncontaminated,  showing  that  the  pos- 
terior wall  of  the  stomach  was  intact.  The  progress  after 
operation  was  in  every  waj'^  excellent.  Both  pulse  and  tem- 
perature at  once  fell,  and  remained  down  throughout  the 
period  of  convalescence.  The  patient  is  now  well,  and  has 
been  free  fiom  pain  since  the  operation.  Much  credit  is  due 
to  Dr.  O'Hara  for  his  promptness  in  recognising  the  naturte 
of  the  illness  and  in  at  once  advising  operation. 


Dr.  Craig  thought  Dr.  Campbell  very  fortunate  in  having 
secured  such  a  case,  as  all  cases  were  not  suitable  for  operation. 
He  thought  the  operation  could  be  undertaken  only  when  the  ulcer 
was  still  acute^  was  situated  on  the  anterior  wall  of  stomach,  and 
where  iirm  adhesions  had  not  already  formed.  When  on  the 
posterior  wall  adhesions  would  probably  have  formed,  and  the 
patient  die  from  hsmorrhage,  localised  abscess,  or  other  causes  ; 
also,  an  ulcer  on  the  anterior  wall  was  easily  reached.  The  result 
in  this  case  had  removed  from  his  mind  the  great  gravity  of 
recommending  laparotomy  in  cases  of  perforating  gastric  ulcer. 
In  this  case  the  position  of  the  ulcer  exactly  coincided  with  where 
an  ulcer  most  amenable  to  treatment  should  be.  It  was  evidently 
a  recent  or  acute  ulcer,  and  the  existing  cicatricial  tissue  evidently 
the  result  of  the  old  ulceration  which  had  existed  twenty  yeai*8 
before,  or  at  later  periods. 

Mr.  Miles  related  the  case  of  a  servant  maid  suddenly  taken  ill. 
Perforation  was  easily  diagnosed,  and  patient  was  exceedingly 
collapsed.  Consent  to  be  operated  on  was  not  obtained  till  the 
fourth  day,  when  an  immense  collection  of  pus  was  distinguished 
on  opening  abdomen ;  the  surface  of  stomach  was  covered  with 
lymph,  and  iwdhesions  had  formed  everywhere.     It  was  impossible 
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to  deterinioe  the  actual  point  of  puncture.  The  abscess  cavity  was 
drained.  Death  followed.  In  a  second  case,  on  which  he  operated 
six  hours  after  perforation,  tlie  abdomen  was  found  full  of  blood- 
Patient  had  had  symptoms  of  collapse,  constant  pain,  and  vomiting 
blood.  The  perforation  was  easily  found  and  sutured,  but,  un- 
fortunately, the  girl  died  after  leaving  theatre.  In  a  third  case 
perforation  was  found  on  posterior  wall.  It  was  impossible  to 
drain  the  cavity  owing  to  the  situation.  Death  followed  some 
weeks  after  operation.  The  operation  of  suturing  a  perforating 
ulcer  on  anterior  wall  of  stomach  was  not,  in  his  opinion,  very 
difficult,  provided  proper  access  to  stomach  could  be  obtained.  He 
thought  that  in  future  he  would  enlarge  the  ordinary  vertical 
incision  by  an  oblique  incision,  as  the  increased  facility  of  operation 
would  more  than  counterbalance  the  disadvantages  of  liability  to 
ventral  hernia  and  greater  shock.  He  saw  the  case  of  a  child 
where  perforating  gastric  ulcer  was  diagnosed.  Operation  was 
not  allowed,  and  the  boy  was  perfectly  well  in  two  days.  The 
diagnosis  was,  therefore,  not  so  easy. 

Mr.  Frazbr  gave  a  case  where  perforation  occurred  at  back  of 
upper  curvature.  Death  in  ten  days.  Position  of  ulcer  found  at 
post-mortem.  He  did  not  see  how  it  could  have  been  easily  reached 
by  operation.  He  gave  two  other  cases  which  recovered  under 
medical  treatment,  but  death  took  place  at  distant  intervals  by 
both  ulcerations  giving  way.  In  one  of  these  cases  the  patient,  a 
woman,  ate  a  hearty  meal,  including  peas.  Symptoms  of  perfora- 
tion were  present,  and  after  death  some  peas  were  found  in  her 
pelvis.  He  had  seen  a  case  of  typhoid  fever  where  perforation 
undoubtedly  occurred,  but  recovery  took  place. 

Mr.  R.  G.  Patteson  said  that  in  the  majority  of  these  cases  the 
patient  was  not  seen  in  the  acute  stage,  or  when  perforation  was 
recent.  The  patients  were  generally  seen  when  several  attacks  of 
inflammation  had  caused  adhesions,  abscesses  had  formed  outside 
the  stomach,  and  a  fatal  result  was  brought  about  by  perforation 
of  the  pac  of  the  secondary  abscess  cavity.  He  gave  a  case  where 
such  had  occurred.  Whether  the  ulcer  was  acute  or  chronic  was 
important.  In  cases  which  he  had  examined  post  mortem  he  found 
that  in  the  area  surrounding  the  ulcer  there  was  a  considerable 
amount  of  induration,  where  the  gastric  wall  was  enormously 
thickened,  where  any  attempt  at  inversion  of  the  wall  to  close  the 
ulcer,  or  suture  of  any  kind,  would  be  difficult  without  invaginating 
a  considerable  area  of  stomach  wall.      If  one  had  to  excise  a 
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large  indurated  area  probably  cicatricial  tissue  would  not  unite  in 
the  same  way  as  healthy  mucous  membrane.  Every  moment  of 
delay  added  to  the  gravity  of  the  operation.  Perforations  due  to 
perforative  peritonitis  in  typhoid  fever  could  not  be  classed  with 
such  cases,  as  the  ulceration  is  generally  multiple,  and  although 
one  perforation  might  be  closed  by .  operation,  there  was  no 
guarantee  tliat  there  were  not  other  points  about  to  rupture.  It 
•was  much  more  difficult  to  close  the  stomach  wall  in  a  state  of 
induration  due  to  chronic  inflammation  than  to  close  the  intestinal 
wall. 

Mr.  Henry  Gray  Croly  said  that  such  a  case  as  Mr.  CampbeirA 
some  years  ago  would  have  been  placed  under  the  physician  and 
treated  expectantly.  The  case  showed  that  the  sooner  laparotomy 
is  done  the  better. 

Dr.  a.  J.  Smith  had  seen  two  cases  of  perforating  gastric  ulcer. 
The  first  case,  that  of  a  young  girl,  had  been  on  dietetic  treatment 
in  a  hospital.  One  day  she  was  seized  with  a  sudden  pain  in 
abdomen  while  in  a  tram,  and  was  brought  to  St.  Yincent'sr 
Hospital,  and  placed  under  care  of  Mr.  Tobin.  When  admitted 
she  was  partly  collapsed,  and  had  a  peculiar  cyanosed  condition  of 
face,  collapsed  pulse,  and  slow  respiration.  On  palpation  a  dull 
area  over  anterior  surface  of  stomach  was  found.  The  abdomen 
was  opened  the  following  morning,  and  milk  and  bread  came  from 
it.  Adhesions  were  present.  Plugged  with  iodoform  gauze,  and 
patient  recovered.  The  second  case  was  that  of  a  woman  brought 
to  hospital  with  sudden  pain  in  abdomen  and  collapse.  Cyanosis 
present,  but  no  dull  area  detected  in  epigastrium.  There  was 
absence  of  liver  dulness.  Death  ensued.  Post-mortem  showed 
abdominal  cavity  full  of  a  hearty  meal.  He  could  hardly  conceive 
how  one  could  treat  a  case  when  the  stomach  was  full  and  the 
contents  spill  over  the  abdominal  cavity.  He  believed  that  when 
rupture  occurred  on  anterior  wall,  and  when  stomach  was  empty, 
surgical  treatment  was  of  avail,  but  not  otherwise. 

Mr.  Lentaignb  asked  if  there  was  any  modification  of  liver 
dulness  in  Mr.  Campbeirs  case  ?  He  had  two  cases  recently  under 
his  care,  in  both  of  which  there  was  absence  of  liver  dulness.  In 
the  first  case  operation  was  not  allowed,  and  patient  died  in  two  or 
three  days.  Post-mortem  showed  a  gastric  ulcer  on  anterior  wall 
of  stomach.  The  symptoms  of  the  second  case  were  similar,  and 
at  request  of  patient,  though  against  wishes  of  parents,  the 
abdomen  was   opened.      However,  the  perforation  could  not  be 
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found,  and  was  not  certainly  on  anterior  wall.  He  introduced  a 
gauze  drain,  and  endeavoured  to  give  relief.  Patient  died  in  a 
week.  Post-mortem  showed  a  perforation  on  posterior  wall,  and 
quite  inaccessible. 

Mr.  John  Campbell,  in  reply,  said  that  although  the  anterior 
wail  is  by  far  the  most  favourable  situation,  still  it  was  possible  to 
deal  successfully  with  a  rupture  on  posterior  wall  at  times,  as 
is  proved  by  a  late  successful  case  under  Dr.  Walton  Brown,  of 
Belfast.  Regarding  likelihood  of  success,  his  own  case  was 
fortunate  in  respect  to  the  amount  of  extravasation,  which,  he 
thought,  had  more  to  do  with  success  than  anything  else.  The 
more  extravasation,  the  less  chance  of  success.  Probably  it  was 
not  worth  while  to  operate  later  than  twenty-four  hours  after 
perforation.  With  reference  to  Hushing  versus  sponging  the 
abdominal  cavity,  he  was  in  favour  of  the  latter,  as  it  was  easier 
for  the  patient,  and  flushing  often  diluted  and  disseminated  the 
material  through  the  cavity.  He  was  against  operating  in  perfora- 
tion from  typhoid  ulcers,  as  the  patient  was  not  able  to  bear  a 
laparotomy.  In  answer  to  Dr.  Lentaigne,  he  said  that  liver 
dulness  was  present  three  hours  after  perforation,  but  had  dis- 
appeared fourteen  hours  after. 
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I  VENTURE  to  bring  before  this  the  Obstetrical  Section  of 
the  Royal  Academy  of  Medicine  notes  on  a  case  of  ruptured 
tubal  pregnancy.  I  am  indebted  to  Dr.  O'Donnell,  Pem- 
broke-road, for  the  exhaustive  notes  he  has  given  me  of  the 
previous  history.     It  is  as  follows : — 

^'  B.  S.,  twenty-nine  and  a  half  years,  married  five  years,  always 
healthy,  had  three  children.  She  was  unwell  only  three  times 
since  marriage,  and  all  confinements  favourable.  Her  last  child 
was  born  in  the  middle  of  March,  1896,  and  she  nursed  it  for 
twelve  months — till  March  the  22nd,  1897.  She  was  not  unwell 
since  her  last  confinement,  but  thought  she  was  pregnant  since  the 
middle  of  last  January.  She  imagined  she  went  on  in  the  usual 
way,  and  by  the  middle  of  May  she  was  so  large  that '  everything ' 
was  noticeable  with  her  clothes  on.  About  the  17th  of  May  she 
suddenly  got  very  severe  pains  in  her  abdomen,  with  vomiting. 
The  pains  were  like  her  ordinary  confinement  pains ;  they  lasted 
an  hour,  and,  with  a  movement  of  her  bowels,  disappeared.  She 
was  all  right  for  the  next  four  or  ^ve  days,  until  Friday,  the  2 let. 
About  7  o'clock  in  the  evening  the  same  kind  of  pains  returned, 
with  the  vomiting ;  her  bowels  also  moved  very  freely,  and  she  got 
so  weak  that  she  had  to  be  helped  to  bed.  Her  husband  gave  her 
some  brandy,  and  she  fell  asleep  until  3  o'clock  a.m.  on  Saturday 
morning.  She  felt  then  much  worse,  with  the  pains  shooting 
through  her  breasts  and  out  through  her  shoulders.  She  remained 
in  this  condition  until  I  saw  her  at  10  a.m.  on  the  same  day.  I 
found  her  very  bloodless,  with  small  pulse,  and  perfectly  prostrate. 
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There  was  no  external  lisemorrliage,  nor  was  there  any  swelling  in 
the  abdomen  that  could  be  determined  by  a  very  limited  examina- 
tion by  palpation.  Per  vaginam  there  was  nothing  to  be  felt  in 
the  uterus.  I  considered  that  it  was  a  case  of  ruptured  tubal 
pregnancy,  and  called  in  Dr.  Ilowntree  both  for  his  advice  and  to 
take  charge  of  the  patient  while  I  could  procure  the  services  of 
Dr.  Alfred  Smith,  with  a  view  to  operation  in  case  he  considered  it 
favourably." 

I  saw  the  case  in  consultation  with  Dr.  O'Donnell  on  the 
night  of  May  22nd,  1897,  and  found  the  patient  very 
collapsed,  anaemic,  and  much  distressed  from  loss  of  blood. 
I  quite  agreed  with  the  diagnosis  of  ruptured  tubal  preg- 
nancy, and  urged  the  advisableness  of  immediate  Operation. 
It  was  out  of  the  question  to  undertake  the  operation  at 
Kingstown.  I  telephoned  to  St.  Vincent's  Hospital  to  have 
everything  ready  for  abdominal  section.  I  administered  to 
the  patient  morphia  (^  gr.)  hypodermically,  got  her  trans- 
ferred (wrapt  up  in  blankets)  to  a  cab,  and  sent  her  on  to 
the  hospital.  She  arrived  there  very  little  the  worse  of  her 
journey.  She  was  placed  on  a  Trendelenburg  table,  and, 
with  the  assistance  of  Mr.  M*Ardle,  Dr.  O'Donnell  being 
present,  I  opened  the  abdomen,  turned  out  the  large  blood 
clots,  ligatured  and  removed  the  ruptured  tube.  While  re- 
moving the  clots  I  secured  a  large  tuft  of  chorionic  villi  and 
also  a  small  foetus  tjnveloped  in  its  amniotic  sac. 

I  then  poured  into  the  peritoneal  cavity  some  saline  solu- 
tion, and  closed  the  abdomen,  leaving  a  considerable  quantity 
of  fluid  blood  behind.  The  after-history  of  the  case  is 
uneventful.  She  rapidly  regained  strength,  and  left  the 
hospital  four  weeks  after  the  operation. 

Her  history  after  she  left  the  hospital  is  very  remarkable 
and  worthy  of  notice.     Dr.  O'Donnell  reports: — 

"  The  patient's  changes  came  on  one  week  after  operation.  She 
was  unwell  regularly  up  to  the  10th  of  August,  and  she  is  now 
pregnant  for  the  past  three  months,  feeling  strong  and  as  well  as 
she  '  used  to.'  " 
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The  specimen  [exhibited]  was  a  Fallopian  tube  of  the  left 
side,  showing  a  rent  through  its  inferior  border  at  the 
junction  of  the  ampulla  with  the  isthmus.  There  is  also  to 
be  seen  a  large  circular  opening,  sufficient  to  admit  the  tip  of 
the  index  finger,  in  the  posterior  layer  of  the  broad  ligament, 
quite  close  to  the  rupture  in  the  tube  and  leading  to  it. 

The  tuft  of  chorionic  villi  is  characteristic,  and  pi'esents 

no  unusual  features.     The  foetus  is  enveloped  in  its  amniotic 

sac ;  it  is  about  half  an  inch  long,  and  is  approximately  the 

growth  of  between  eight  and  ten  weeks'  gestation. 

The  points  of  interest  seem  to  me  to  be  : — 

(1.)  The  occurrence  of  a  tubal  pregnancy  in  a  patient  so 

prolific — she  had  three  children  in  five  years. 
(2.)  The  history  of  a  secondary  rupture;  pain  occurred 
first  on  the  17th  of  May,  which  was  followed  by  a 
period  of  quiescence,  and  a  return  of  the  pain  on 
May  22nd  is  confirmed  by  the  pathological  specimen, 
which  shows,  I  think,  evidence  of  a  primary  rupture 
between  the  layers  of  the  broad  ligament  and  a 
secondary  one  into  the  peritoneal  cavity. 
(3.)  The  absence  of  any  haemorrhage  per  vaginam. 
(4.)  The  fact  that  the  patient  is  again  pregnant  so  soon 

after  such  a  serious  operation. 
I  feel  bound  to  state  that  I  believe  this  patient  owes  her 
life  to  the  early  recognition  of  the  ruptured  tube,  and  I  take 
this  opportunity  of    congratulating    Drs.    O'Donnell   and 
Kowntree  on  their  brilliant  diagnosis. 


[Dr.  Jellett  also  showed  for  Dr.  Porefot  a  specimen  of 
ruptured  tubal  pregnancy.] 

Dr.  F.  W.  Kidd,  in  remarking  on  Dr.  Purefoy's  case,  said 
that  one  point  of  interest  was  the  occurrence  of  extra-uterine 
pregnancy,  presumably  within  a  very  short  time  after  the 
patient's  previous  pregnancy.     Certainly  it  was  his  (Dr.  Kidd's) 
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idea  that  a  good  many  authorities  had  laid  stress  on  the 
fact  that  there  usually  existed  a  long  period  of  sterility  before 
extra-uterine  pregnancy  occurred. 

Mr.  M'Ardle,  in  referring  to  the  specimen  exhibited  by  Dr. 
Jeilett  for  Dr.  Purefoy,  asked  why  he  had  delayed  in  dealing  with 
the  abnormal  condition  of  things.     Was  it  anxiety  to  allow  preg- 
nancy to  go  on  further  in  the  uterus,  or  was  it  that  the  low  vitality 
of  the  patient  frightened  him  from  performing  the  operation  ?     He 
(Mr.  M'Ardle)  thought  that  in  an  operation  that  need  not  be  long, 
laparotomy  was  not  conti*a-indicatcd  in  the  very  lowest  state  of 
vitality  so  long  as  there  was  no  sepsis  present.    He  believed  laparo- 
tomy to  be  one  of  the  least  harmful  of  operations  when  properly  con- 
ducted, because  he  had  seen  patients  recover  after  laparotomy  who 
certainly  would  not  have  recovered  after  operations  on  the  limbs. 
With  regard  to  Dr.  Smith's  case,  he  (Mr.  M'Ardle)had  assisted  him 
at  the  operation.     What  struck  him  about  the  operation  for  ruptured 
tubal  pregnancy  was  that  there  was  a  great  deal  dependent  upon  th^ 
rapidity  with  which  the  broad  ligament  was  secured,  and  a  point  of 
great  surgical  importance  was  the  clamping  of  the  broad  ligament  by 
the  two  hands  until  the  blood-clot  was  removed.     He  was  struck  at 
the  method  by  which  Dr.  Smith  grasped  the  broad  ligament  along 
the  pelvic  walls  until  the  abdominal  cavity  was  thoroughly  freed  of 
blood-clot,  and  enabling  him  exactly  to  secure  the  point  of  rupture. 
Dr.  More  Madden   said  that  both   Dr.   0*Donnell  and  Dr. 
Smith  deserved  the  greatest  credit  for  the  way  in  which  they  had 
conducted  the  case.     As  to  the  cause  of  the  tubal  pregnancy,  that 
was  an  interesting  question.     Why  should  a  woman  who  had  been 
so  prolific  before  have  a  tubal  pregnancy  instead  of  a  uterine? 
Was  it  that  the  woman  had  been  suffering  from  an  attack  of  endo- 
metritis, and  that  the  uterine  end  of  the  Fallopian  tube  had  become 
blocked  in  some  way  by  some  inflammatory  exudation  ? 

Dr.  E.  Hastings  Twekdt  said  that  a  new  operation — 
colpotomy — for  tubal  pregnancy  had  recently  been  made  popular. 
He  had  never  seen  colpotomy  performed  for  this  condition,  and 
would  like  to  know  if  Dr.  Smith  had  ever  performed  it,  and  what  he 
thought  of  the  operation  as  compared  with  the  abdominal  method. 
In  his  opinion  the  abdominal  method  was  accompanied  with  more 
shock.  Mr.  M^Ardle  had  remarked  on  the  safety  of  abdominal 
section.  This,  of  course,  was  quite  right,  but  at  the  same  time  there 
is  great  shock  when  the  abdomen  is  opened  and  the  intestines  handled, 
whereas  there  is  little  or  no  shock  by  the  vaginal  method.  He  thought 
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that  Dr.  Smith's  case  would  have  been  a  favourable  one  for  anterior 
colpotomy.  With  regard  to  Dr.  Jellett's  case,  Dr.  Jellett  had 
remarked  that  he  tied  the  tube  and  ovary  and  cut  it  away,  fearing 
that  the  tumour  in  the  uterus  might  be  a  soft  myoma.  He  (Dr. 
Tweedy)  thought  that  Mr.  Lawson  Tait  had  pointed  out  that  soft 
myomata  are  unfavourable  for  the  operation  of  ovariotomy,  and 
under  those  circumstances,  if  Dr.  Jellett  had  been  dealing  with  a 
soft  myoma,  it  was  probable  that  no  good  had  been  done  by  cutting 
away  the  tube,  and  if  tlie  uterus  was  pregnant,  he  thought  it  was 
doing  harm  to  cut  out  the  tube  and  ovary. 

Dr.  Smith,  replying,  said  he  had  first  to  ask  if  Dr.  JeUett  had 
noticed  any  rhythmical  contractions  in  the  tumour  or  uterus  during 
examination ;  this  would  assist  in  the  diagnosis  of  pregnancy.  In 
answer  to  Dr.  More  Madden,  he  (Dr.  Smith)  could  not  say  if  there 
had  been  any  history  of  endometritis.  With  regard  to  Dr.  T weedy 's 
question  about  colpotomy,  he  (Dr.  Smith)  had  never  performed  the 
operation.  He  was  sure  it  had  all  the  advantages  claimed  for  it  by 
those  who  advocated  it.  He  had  never  had  any  difficulty  or  bad 
result  in  treating  cases  by  abdominal  section.  He  had  therefore 
no  reason  for  changing  a  method  which  liad  done  him  such  good 
services. 

Dr.  Jellett  said,  in  answer  to  Mr.  M^Ardle,  that  the  patient 
was  not  operated  upon  immediately  because  the  case  was  not 
diagnosed  as  a  ruptured  tubal  pregnancy,  and,  as  the  operation 
proved,  was  not  one  such  as  Dr.  Smith  had  described,  but  rather. a 
haematoma  of  the  broad  ligament  accompanied  by  a  very  small 
pelvic  haematocele,  the  formation  of  which  had  been  a  more  or  less 
chronic  and  not  an  acute  process.  Again,  when  first  seen,  the 
patient  was  suffering,  not  from  the  effects  of  haemorrhage,  but  from 
general  malnutrition.  In  answer  to  Dr.  Tweedy,  he  thought 
that  castration  often  did  not  check  haemorrhage  coming  from  a  large 
soft  myoma,  but  he  did  not  know  that  if  a  small  soft  myomatous 
uterus  had  its  appendages  removed  at  an  early  date,  there  were  any 
statistics  to  prove  that  it  continued  to  increase  in  size. 
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[Read  in  the  Section  of  Obstetrics,  Jannary  7, 1898.] 

Accidental  hsemoiThage  is  one  of  the  few  complications 
in  midwifery  concerning  which  a  marked  disagreement  as 
regards  treatment  exists.  The  term  itself  is  now  used  in 
a  very  definite  sense,  and  signifies  an  ante-partum  bleeding 
occurring  after  the  seventh  month  of  gestation,  from 
beneath  the  normally-implanted  placenta.  Before  dis- 
cussing this  question,  however,  it  is  well  to  draw  a  dis- 
tinction between  those  haemorrhages  associated  with  an 
atonic  uterus  and  those  not  so  associated. 

In  the  absence  of  labour  the  diagnosis  between  these 
conditions  may  present  some  diflBculty,  but  should  labour 
be  in  progress  the  presence  or  absence  of  a  contracting 
uterus  will  at  once  decide  the  point.  If  labour  pains  are 
strong  and  the  os  dilated  the  prognosis  is  diecidedly  good, 
and  to  rupture  the  membranes,  or  turn  and  bring  down  a 
foot,  will,  as  a  rule,  suffice.  Forceps  may  at  times  be 
indicated,  and  even  accouchement  force  can,  under  the 
circumstances,  be  as  a  rule  successfully  accomplished. 
But  in  the  presence  of  an  atonic  or  inert  uterus,  with  a 
long  unretracted  cervix  and  a  partially  opened  os,  how 
can  we  hope  to  improve  matters  by  any  of  the  above 
proceedings  ? 

Rupture  of  the  membranes,  with  or  without  podalic 
version,  does  not  excite  the  uterus  to  contract  for  many 
hours.  The  haemorrhage,  therefore,  is  most  likely  to  con- 
tinue, and  the  operator,  in  spite  of  his  better  judgment,  is 
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not  infrequently  compelled  to  employ  forcible  dilatation 
of  the.  cervix  and  rapid  delivery. 

In  doing  this  the  cervix  is  liable  to  be  torn,  and  large 
branches  of  the  uterine  artery  to  be  laid  open ;  but  even 
should  the  latter  accident  be  avoided,  the  performance  of 
this  forced  delivery  produces  a  condition  of  shock  which 
proves  but  too  frequently  greater  than  the  patient  can 
bear.  It  is  no  exaggeration  to  say  that  the  performance 
of  Porro's  operation  even  would,  under  the  circumstances, 
be  a  less  hazardous  proceeding.  In  the  vaginal  plug, 
however,  we  have  an  alternative  to  the  above  line  of 
ti'eatment,  capable,  I  believe,  of  obviating  the  worst  dangera 
arising  from  accidental  haemorrhage. 

It  is  curious  to  note  that  on  few  devices  has  greater 
obloquy  been  heaped  than  on  this,  and  j'et  it  seemed  to 
Dr.  Smyly,  during  the  latter  years  of  his  Mastei-ship  in  the 
Rotunda  Hospital,  to  present  fewer   disadvantages  than 
any   other  proceeding,    and   accordingly  it   became  the 
'* routine"  treatment  in  that  Institution.     Dr.  Smyly  dealt 
with  this  subject  in  a  paper  read  before  the  Obstetrical 
Section  of  the  British  Medical  Association,  at  their  annual 
meeting   held  in   Bristol,    and   in   it   maintained   that  a 
properly   applied   tampon   prevented   external    bleeding, 
excited  labour  pains,  and  induced  rapid  dilatation  of  the 
OS — this  latter  taking  place  without  any  fear  of  laceration, 
or  loss  of  its  single  layer  of  epithelium  so  necessary  to  it 
as  a  barrier  against  germ  invasion.     He  also  stated  that 
in  the  event  of  concealed  haemorrhage  still   flowing,  the 
intra-uterine  tension  would  thereby  be  increased,  and  a 
greater  and  greater  difficulty  would  thus  arise  against  a 
systemic  leak,  and  that  this  would  be  more  readily  brought 
about  were  a  tight  abdominal  binder  also  applied.     He 
did  not  advocate  the  plug  save  when  the  membranes  were 
intact — a  condition  of  course  found  in  the  majority  of  cases. 
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Few,  I  think,  will  be  found  to  deny  any  of  the  claims  so 
far  made  in  favour  of  the  vaginal  plug,  but  its  action  is 
more  far-reaching,  I  believe,  than  Dr.  Smyly  has  con- 
tended, for  it  acts  not  alone  in  the  manner  he  states,  but 
also  and  above  all  as  a  tourniquet  to  the  uterine  arteries. 

If  the  cervix  is  fixed,  and  at  the  same  time  forcible 
pressure  exerted  on  the  vault  of  the  vagina  in  the  region 
of  the  lateral  fornices,  the  uterine  arteries  become  acutely 
bent  and  their  blood-flow  impeded.  This  is  probably 
brought  about  by  the  drag  exerted  on  them  through  their 
cervical  branches.  On  the  pregnant  cadaver  I  have  had 
but  one  opportunity  of  verifying  this  statement,  and  here 
shortly  after  death  I  easily  induced  this  bending  by  exerting 
firm  pressure  in  the  lateral  fomices.  Other  proofs,  how- 
ever, are  forthcoming  in  support  of  my  contention.  Hys- 
terectomy by  Doyen's  method  furnishes  us  with  an  example 
of  the  complete  manner  in  which  the  uterine  circulation 
can  be  controlled  by  a  down  drag  exerted  on  the  cervix; 
and  finally,  there  is  abundant  clinical  evidence  to  show 
that  blood  to  any  serious  extent  does  not  form  above  a 
properly-fitted  tampon. 

I  am  aware  that  this  statement  wnll  not  meet  with 
universal  assent,  for  as  a  matter  of  fact  many  cases  of 
death  have  been  recorded  where  this  treatment  was 
employed.  But  was  the  tampon  properly  applied  in  these 
cases?     1  think  not. 

In  the  discussion  which  followed  the  reading  of  Dr. 
Symly's  paper,  one  gentleman  of  great  eminence  stated 
that  he  earned  a  boiled  sponge  in  his  bag  for  the  purpose 
of  plugging  the  vagina ;  another  stated  he  prefeiTcd  his 
silk  pocket  handkerchief.  In  other  cases  I  have  seen 
tenax,  dry  cotton  wool,  iodoform  gauze,  and  a  torn  shirt 
used  for  the  purposes  of  a  tampon.  With  examples  such 
as  these  before  me  I  trust  I  shall  not  be  considered  pre- 
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sumptuous  in  assuming  that  the  proper  material  to  use,  or 
the  proper  mode  of  its  application,  is  not .  universally 
known. 

To  accomplish  this  little  operation  in  a  satisfactory- 
manner  many  pieces  of  sterilised  cotton  wool  are  required, 
each  the  size  of  a  small  closed  fist,  and  should  be  placed 
in  a  weak  antiseptic  solution.  The  patient  is  then  brought 
out  to  the  edge  of  the  bed,  put  lying  on  her  left  side,  and 
when  the  vulva  and  vagina  have  been  asepticised  and  the 
bladder  emptied,  the  pieces  of  cotton  wool  are  taken  one 
by  one,  squeezed  of  their  superfluous  fluid,  compressed  into 
a  comparatively  small  compass,  and  inserted  without  the 
aid  of  a  speculum  in  such  a  manner  that  the  entire  cervix 
is  surrounded  by  pledgets  before  the  os  is  covered.  Each 
piece  is  packed  as  tightly  as  possible,  and  then  the  vagina 
is  filled  to  its  utmost  capacity  down  to  the  urethra;  a 
diaper  placed  between  the  thighs,  and  a  tight  abdominal 
binder  complete  the  operation. 

It  is  simply  astonishing  the  amount  of  cotton  wool  that 
can  be  introduced  in  this  manner,  and  how  hard  and  incom- 
pressible such  a  plug  becomes,  and  it  is  in  favour  of  such  a 
tampon  only  that  I  contend.  Haemorrhage  ceases  when  it 
is  thus  inserted.  The  cervix  safely  and  rapidly  dilates, 
in  a  manner  much  to  be  preferred  to  that  accomplished  by 
hydrostatic  bags.  Labour  pains,  moreover,  are  induced 
quickly.  This  latter  effect  is  probably  in  great  part  to  be 
accounted  for  by  the  inevitable  accumulation  of  carbonic 
dioxide  gas,  which  must  form  in  the  uterine  muscle  in 
consequence  of  the  obstruction  to  its  vessels  caused  by 
the  tampon 

The  cervix,  though  becoming  dilatable,  does  not  always 
dilate,  nor  is  it  drawn  up  until  the  plugs  have  been 
removed,  and  so  markedly  was  this  a  fact  in  one  of  my 
cases  that,  though  the  os  when  first  felt  while  removing 
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the  pledgets  did  not  appear  to  have  a  greater  diameter 
than  a  two  shiUing  piece,  it  had  nevertheless  fully  dilated 
before  the  end  of  the  operation,  a  period  of  not  more  than 
two  minutes  having  elapsed  between  the  two  observa- 
tions. In  fact  it  seemed  to  spring  open  when  once  the 
restrainiug  pledgets  were  taken  away.  Nor  is  the  tampon 
applicable  to  those  cases  alone  in  which  the  membranes 
are  intact,  for  the  circulation  in  the  uterine  vessels  is  still 
controlled  even  after  their  rupture. 

I  have  not  seen  any  cases  in  which  haBmorrhage  con- 
tiuued  in  spite  of  this  treatment,  though  one  woman 
unfortunately  died  shortly  after  I  had  inserted  the  plugs. 
Herhistorj'^  is  briefly  this : — The  case  occurring  in  the  Out- 
patient Maternity  Department  of  the  Rotunda  Hospital, 
she  was  at  first  attended  bj''  the  night  students  on  duty, 
who  promptly  summoned  the  Clinical  Clerk,  and  when 
eventually  I  saw  her  she  was  in  a  condition  of  extreme 
collapse,  with  blood  still  freely  flowing  through  an  ineffi- 
cient tampon.  This  was  immediately  removed,  and  a  new 
one  placed  in  position,  then  an  intravenous  injection  of 
several  pints  of  saline  solution  was  administered.  She 
ilied  suddenly  two  hours  later  from  shock,  no  haemorrhage 
having  either  passed  through  or  been  extravasated  above 
the  tampon,  and  this  in  spite  of  the  large  quantity  of  saline 
solution  injected.  How  could  the  haemorrhage  have  ceased 
in  this  case  were  the  circulation  in  the  uterine  vessels  not 
directly  interfered  with  ? 

The  conclusions  arrived  at  here  are  as  follows : — 

1.  The  vaginal  tampon  when  properly  appHed  is  the 
most  suitable  treatment  we  possess  for  the  worst  forms  of 
accidental  haemoiThage. 

2.  It  may  be  relied  on  as  sufficient  in  the  majority  of 
cases  not  amenable  to  other  treatment. 
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3.  It  controls  the  circulation  in  the  uterine  aiteries, 
acting  in  much  the  same  manner  as  does  a  tourniquet. 

4.  It  dilates  the  cervix  partly  by  exercising  a  peripheral 
force  on  that  structure,  and  in  part  by  exciting  uterine 
contractions. 

5.  These  latter  are  induced  not  alone  as  a  consequence 
of  cervical  dilatation,  but  are  chiefly  attributable  to  the 
power  the  tampon  possesses  of  bringing  about  an  accumula- 
tion of  carbonic  acid  gas  in  fhe  uterus. 


Dr.  Winifred  Dickson  said  that  accidental  haemorrhage  had 
always  seemed  to  her  to  be  the  very  worst  complication  in  mid- 
wifery, Why  did  he  (Dr.  Tweedy)  think  it  better  not  to  use  the 
speculum  ?  She  thought  that  the  plug  ought  to  be  sterilised.  Did 
he  plug  with  balls  of  cotton  wool,  and  did  he  attach  strings  to  them 
in  order  to  facilitate  their  removal  ? 

Dr.  Macan  thought  that  accidental  haemorrhage  was  amongst 
the  most  difficult  of  the  accidents  of  parturition  to  treaL  He 
could  recall  several  cases  where  Dr.  Tweedy's  treatment  might  have 
been  of  service,  if  it  was  as  serviceable  as  he  (Dr.  Tweedy)  hoped 
it  to  be,  but  he  (Dr.  Macan)  wanted  proof  of  the  statement  that  the 
uterine  arteries  are  stopped  by  the  process  of  plugging.  As  far  as 
internal  accidental  haemorrhage  goes,  before  total  detachment  of 
the  placenta,  his  method  stopped  the  uterine  arteries,  and  his  treat- 
ment in  these  cases  was  most  favourable.  Plugging  might  be 
carried  out  as  long  as  the  membranes  were  perfect,  but,  after  their 
rupture,  there  was  no  means  of  increasing  the  intra-uterine  tension. 
So  far,  he  (Dr.  Macan)  preferred  to  introduce  a  Barnes's  bag  in 
preference  to  plugging  the  vagina ;  also,  in  placenta  praevia,  where 
the  bleeding  surfaces  were  quite  close,  he  preferred  to  use  a  Barnes's 
bag.  He  did  not  understand  how  Dr.  Tweedy's  method  could 
twist  the  arteries  very  much,  nor  how  the  accumulation  of  carbonic 
dioxide  could  take  place. ' 

Dr.  Alfred  J.  Sbhtu  said  that  he  did  not  understand  how  a 
vaginal  plug  would  so  act  as  to  compress  the  uterine  arteries.  Dr. 
Tweedy  wanted  them,  he  thought,  to  believe  that  his  method  was 
different  from  the  method  adopted  in  hospitals.  To  his  mind  the 
great  difficulty  in  dealing  with  such  cases  was  not  in  cases  where 
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hbour  had  started  at  all,  but  in  cases  of  concealed  hsemorrhage, 
where  the  patient  was  collapsed  and  almost  pnUeles-s  with  no  labour 
painSy  cervix  quite  hard,  and  where  there  was  a  pathological  condi- 
tion of  the  uterine  muscular  fibres.  He  thought  that  the  best 
treatment  in  grave,  cases  would  be  to  ligature  the  uterine  arteries 
«lirect,  and  the  uterus  could  be  then  removed.  Death  from  accidental 
hemorrhage  generally  occurred  after  delivery,  up  to  two  hours 
after  parturition. 

Dr.  Dotle  considered  that  unless  an  artery  was  atheromatous 
\ery  little  pressure  would  stop  it. 

Dr.  R.  D.  Pdrefoy  said  that  the  practice  in  the  Rotbnda 
Hospital  in  such  cases  was  to  plug,  and  that  accumulating  evidence 
was  distinctly  in  favour  of  continuing  the  practice.  He  thought 
that  such  subsidiary  means  as  the  use  of  a  firm  binder  should  not 
be  forgotten,  and  also  the  stimulation  of  tlie  uterine  contractions  by 
the  careful  manipulations  of  both  hands. 
Dr.  SlNOtt  also  spoke, 

Dr.  Twbbdy,  replying,  said  in  answer  to  Dr.  Dickson  that  he 
always  used  sterilised  cotton  wool.  A  much  greater  quantity  of 
wool  could  be  pressed  into  the  vagina  without  a  speculum.  He 
did  not  employ  strings,  as  by  so  doing  he  did  not  see  how  so  tight 
a  plug  could  be  made  with  strings  as  without,  and  there  was  no 
difliculty  in  removing  the  pieces  of  cotton  wool.  Dr.  Macan  had 
said  that  he  (Dr.  Tweedy)  had  not  adduced  any  evidence  to  show 
that  the  circulation  was  impeded.  He  (Dr.  Tweedy)  said  that  in 
one  of  the  cases  which  he  had  been  able  to  study  he  was  easily 
able  to  bend  the  whole  broad  ligament  by  pressing  in  the  lateral 
fomices  and  pulling  down  the  cervix,  and  was  able  to  tighten  the 
lower  portion  of  the  broad  ligament  against  the  upper  portion.  A 
branch  of  the  uterine  artery  ran  to  the  cervix  before  the  uterine 
artery  entered  the  uterus,  and  if  the  cervix  were  pulled  upon,  and 
a  plug  placed  outside  the  branch,  the  uterine  artery  must  receive  a 
sharp  bend  at  the  plug. 


VAGINAL  CELIOTOMY. 
By  T.  HENEY  WILSON,  F.R.C.P. ; 

Late  Assistant  Master,  Botanda  LyiDg-in  Hospital. 
[Read  in  the  Section  of  Obstetrics,  February  11, 1898.] 

I  DO  not  intend  to  enter  upon  the  controversy  as  to  whom 
the  credit  of  introducing  this  operation  is  due,  but  rather  to 
consider  vaginal  coeHotomy  as  a  recognised  oi>eratiou,  and  to 
confine  my  remarks  more  es|>ecially  to  this  method  of  dealing 
with  i)el vie  tumours  and  adhesions. 

First  of  all,  as  to  whether  it  is  better  to  ojien  the  perito- 
neum between  the  uterus  and  the  bladder  or  in  Douglas's 
pouch. 

■  There  are  manv  who  consider  that,  under  all  circum- 
stances,  the  anterior  route  is  the  better.  This  I  believe  to 
be  an  eiTor;  for,  though  the  anterior  incision  has  many 
advantages  over  the  posterior,  I  think  that  here,  at  any  I'ate. 
every  case  should  be  judged  on  its  merits. 

The  method  of  reaching  the  peritoneal  sac  by  the  anterior 
route  consists  of  drawing  down  the  cervix  as  far  as  possible 
with  a  bullet  forcci)s,  dividing  the  mucous  membrane  of  the 
vaginal  wall  from  about  two  cm.  below  the  urethral  orifice, 
or  slightly  further,  to  the  anterior  vaginal  fornix.  This  may 
b^  modified  by  making  a  transverse  incision  at  the  lower  end 
of  the  vertical  one,  or,  if  it  is  thought  necessary  to  narrow 
the  lumen  of  the  vagina,  the  incisions  usual  for  anterior 
colporrliaj)hy  may  be  made,  and  the  flaps  of  mucous  membrane 
removed.  Unless  tlie  latter  procedure  is  followed  it  will 
now  be  necessary  to  reflect  the  vaginal  mucous  membrane 
from  the  bladder  and  lower  part  of  the  cenix.  This  can 
almost  invariably  be  done  with  the  thumbs  alone;  but,  in 
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some  instances,  it  may  be  necessarj'  to  assist  with  a  scaljiel 
or  scissors. 

The  next  step  consists  in  defining  the  lower  limit  of  the 
bladder,  which  mav  be  ascertained  by  means  of  a  sound  intro- 
duced  through  the  urethra.  The  bladder  is  now  to  be  sejja- 
rated  from  the  cervix  and  body  of  the  uterus  by  pushing  it 
up  towards  the  fundus  as  far  as,  or  slightly  further  than,  the 
OS  internum.  This  again  should  be  done  With  the  thumbs, 
but  in  some  cases  the  connection  is  very  firm,  and,  if  it  is 
necessary  to  use  the  scissors  or  scalpel,  more  particularly 
before  any  separation  of  the  bladder  has  been  eflfected,  par- 
ticular care  must  be  taken  to  cut  into  neither  the  bladder 
nor  yet  the  cervical  tissue,  as  the  difficulty  thereby  is  only 
increased.  Only  the  thumbs  should  be  used  to  separate  the 
bladder  laterally,  if  this  is  thought  necessary,  as  the  ureters 
are  in  close  proximity,  and  the  danger  of  wounding  them 
must  be  remembered. 

When  the  bladder  has  been  pushed  up,  should  the  perito- 
neum not  have  appeared,  it  will  be  necessary  to  pull  the 
fundus  of  the  uterus  still  further  down.  This  is  best  done 
bv  using  a  couple  of  small-sized  tenacula  in  a  hand-over-hand 
fashion,  or  by  passing  a  stout  silk  ligature  through  the 
anterior  wall  of  the  uterus  and  pulling  on  it.  The  practice 
of  using  a  bullet  forceps  for  this  purpose  is  not  to  be  recom- 
mended,  as  very  often  they  tear  out,  especially  if  the  uterus 
is  at  all  friable,  and  haemorrhage  extremely  difficult  to  sto[) 
may  be  the  result.  The  reflexion  of  the  peritoneum  then 
ap{)ears,  or  may  be  felt  by  the  finger ;  it  is  incised,  and  the 
fundus  of  the  uterus  brought  through  the  opening.  This 
procedure  may  be  assisted  by  pushing  the  cervix  backwards 
a^d  upwards  by  means  of  the  bullet  forceps,  which  is  still 
attached  to  the  anterior  lip.  The  blade  of  a  retractor  is  now 
introduced  and  pulled  upwards  to  keep  the  bladder  out  of 
the  wound,  and  the  finger  passed  in  through  the  opening. 
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In  a  large  majority  of  cases  adhesions  of  the  ovaries,  tubes, 
and  uterus  can  be  separated,  and  the  adnexa  drawn  do^rn 
into  the  vagina  and  examined ;  if  healthy,  they  are  returned 
to  the  abdomen,  and  if  diseased  it  may  be  possible  to  excise 
the  affected  portion,  or  it  may  be  necessary  to  remove  the 
entire  tube  and  ovary. 

There  is  no  difficulty  in  removing  small  subperitoneal  or 
pedunculated  myomata.  In  the  case  of  the  former  occurring 
on  the  posterior  surface  or  on  the  fundus,  the  edges  of  the  peri- 
toneum should  be  brought  together,  and  deep  sutures,  including 
the  whole  base  of  the  wound,  used  if  there  is  any  haemorrhage. 

Small  ovarian  or  parovarian  cysts  are  easily  brought 
through,  or,  if  only  slightly  too  large  for  this,  they  may  be 
punctured  before  removal,  and  their  size  thus  diminished. 

All  bleeding  having  been  controlled  the  fundus  is  now  to 
be  replaced.  If  the  uterus  was  originally  in  a  normal  posi- 
tion the  opening  in  the  peritoneum  should  be  closed,  and 
the  bladder  stitched  back  on  to  the  body  and  cer\ax  by  a  con- 
tinuous very  fine  silk  or  catgut  suture,  merely  including 
enough  tissue  to  keep  the  parts  in  apposition,  and  care  being 
taken  not  to  puncture  the  bladder  with  the  needle.  The 
vagina  wound  is  now  closed  and  a  tampon  of  gauze  placed 
in  the  vagina. 

The  urine  should  be  drawn  off  vnth  a  catheter  every  six 
hours  for  the  first  two  days  in  order  to  prevent  overfilling  of 
the  bladder  and  disturbance  of  the  parts.  I  cannot  say  I 
approve  of  vaginal  fixation  of  the  uterus  as  a  part  of  this 
operation,  even  in  cases  where  it  was  previously  retro* 
verted,  except  under  two  conditions — firstly,  in  women  past 
the  childbearing  period;  and  secondly,  where  the  anterior 
wall  of  the  uterus  has  been  lacerated  by  bullet  forceps  or 
otherwise,  and  where  it  is  impossible  to  control  the  ha;mor- 
rhage  by  other  means.  If  retroversion  was  present  a  suitable 
j)essary  should  be  used  instead  of  the  vaginal  plug. 
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Yagiual  coeliotomy  by  the  posterior  route  is  undoubtedly 
limited  in  its  application  to  pelvic  surgery.  The  reason  of 
this  is,  that  in  order  to  open  the  peritoneum  it  is  necessary 
to  retrovert  the  uterus,  and  the  fundus  thus  lying  in  the 
hollow  of  the  sacrum  effectually  prevents  any  manipulation 
above  or  in  front  of  it. 

The  procedure  is  as  follows: — The  posterior  lip  of  the 
cervix  is  caught  by  a  pair  of  bullet  forceps,  the  uterus  drawn 
down,  and  the  cervix  held  forwards  towards  the  symphysis. 
The  posterior  vault  of  the  vagina  is  steadied  by  a  pair  of 
mouse-toothed  forceps,  and  diidded  in  front  of  this — ^that  is, 
just  at  the  reflexion  of  the  posterior  vaginal  wall  on  to 
the  cervix  by  a  transverse  incision  about  2  cm.  long.  The 
[jeritoneum  may  now  be  felt  between  the  point  of  the  finger 
and  the  uterus,  or  a  little  dissection  may  be  required,  but 
care  must  be  taken  not  to  open  into  the  rectum.  The  peri- 
toneum having  been  divided,  the  opening  may  be  enlarged  by 
extending  the  incision  on  either  side. 

With  regard  to  pelvic  hiBmatocelCf  where  the  bleeding  has 
only  just  stopped  when  the  patient  is  first  seen,  I  am  not 
going  into  the  question  as  to  whether  these  cases  should  or 
should  not  be  operated  upon,  but  I  think  that  if  sufficient 
time  has  elapsed  for  adhesions  to  have  formed  above  the 
extravasation,  vaginal  coeliotomy  by  the  posterior  incision  is 
the  proper  treatment,  as  the  adhesions  will  be  slighter  and 
the  dislocation  of  the  uterus  less  than  if  the  larger  blood-clot 
be  left  to  organise,  even  though  some  of  it  may  be  absorbed. 

There  is  no  breaking  down  of  the  provisional  barrier 
formed  between  the  general  cavity  and  the  extravasated 
blood.  Should  fresh  haemorrhage  occur  the  cavity  may  be 
tamponed  easily,  and  if  by  chance  any  blood-clot  remaining 
behind  should  become  infected  there  is  a  ready  exit  for  the 
discharge. 

The  same  arguments  hold  good  with  cases  of  pelvic  abscess. 
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modifying  the  i)OsitioH  of  the  incision  to  suit  the  case,  and  I 
believe  the  same  procedure  should  be  followed. 

Again,  in  case  of  adherent  ovary  causing  unconti'ollablf 
pain,  and  where  it  is  intended  to  remove  it,  I  think  in  some 
cases  it  would  be  far  easier  to  do  this  by  the  posterior  tliiiii 
by  the  anterior  route,,as  often  the  ovary  is  densely  adherent 
to  the  rectum  deep  dowii  in  Douglas's  pouch. 

Tubal  pregnancy  before  rupture  has  occurred  is,  I  believe* 
suitable  for  this  method  of  treatment,  but  if  called  on  t<> 
operate  immediately  after  rupture  of  the  tube,  where  possibly 
every  minute  is  of  importance,  there  can  l>e  no  question  that 
the  vaginal  metliod  is  contra-indicated. 

So  far  I  have  not  referred  to  the  (piestion  of  oi>erating  hy 
this  method  on  cases  of  pyosalpinx,  as  I  consider  it  of  suffi- 
cient importance  to  be  dealt  with  separately. 

Without  going  into  the  pathology  further  than  saying  that 
it  is  usually  of  gonorrhoeal,  tubercular  or  puer|x?ral  origin, 
and  that  it  is  usuallv  bi-lateral,  I  think  these  two  facts 
should  influence  the  method  of  operati(m  considerably. 

The  ease  with  which  a  pus  tube  can  be  ruptured  is  only  to 
be  appreciated  by  those  who  have  had  the  misfortune  to  meet 
this  complication  while  separating  the  adhesions  which  are 
almost  always  present  when  *the  sac  attains  to  any  size.  The 
j>oint  of  rupture  is  nearly  always  on  the  posterior  surface — 
that  is  to  say,  the  most  unfavourable  position  when  operating: 
from  below.  Should  this  occur,  one  would  have  to  trust  to 
drainage,  but  with  the  uncomfortable  feeling  that  the  whole 
field  of  operation  is  probably  infected,  and  that  had  simple 
drainage  been  decided  on  originally  a  probably  much  mori' 
favourable  site  for  the  incision  could  ha^'e  been  chosen,  where 
the  cavity  could  have  been  douched  and  tamponed  as  often 
as  necessary-. 

When  the  tube  is  small  and  the  adhesions  slight  there 
should  be  little  difficulty  in  the  removal.     But  in  the  greater 
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number  of  cases — seen,  at  any  rate,  in  hospital  practice — the 
disease  is  of  long  standing,  with  greatly  enlarged  tubes,  which 
are  universallv  adherent.  ' 

It  is  intended  to  remove  these,  and  I  ask  of  what  u.se  is  the 
uterus,  which  is  very  probably  itself  diseased,  to  a  woman 
without  either  ovaries  or  tubes  ?  I  am  aware  that  there  is  a 
very  reasonable  objection  to  removing  more  than  is  necessarj', 
but  to  take  away  both  tubes  and  ovaries,  and  then  to  congra- 
tulate oneself  on  having  spared  the  uterus,  is  to  sacrifice  the 
safety  of  a  patient  to  mere  sentiment.  On  the  answer  to 
this  question  depends,  1  believe,  whether  the  vaginal  route  is 
suitable  for  the  cases  I  specify. 

If  it  is  decided  to  leave  the  uterus  I  consider  abdominal 
section  to  be  indicated,  and  I  need  not  go  into  the  techni([ue. 
But  if  the  uterus  is  to  be  removed,  then  undoubtedlv  I  think 
that  the  vaginal  method  is  the  jjroper  course  to  pursue. 

After  the  removal  of  the  uterus  the  adhesions  of  the  tubes 
can  be  dealt  with  much  more  easilv,  and  once  these  are 
separated  there  is  not  the  same  danger  of  rupturing  the  sac 
by  trying  to  get  it  through  a  small  ojKniing.  Even  if  it  does 
burst,  the  jms  flows  directly  down  into  the  vagina,  and  you 
have  no  infected  uterus  to  return  to  the  abdomen.  If  everv- 
tlung  has  gone  well  the  vaginal  vault  is  either  closed  alto- 
gether or  a  tampon  of  gauze  inserted.  If  the  pus  has  escaped, 
drainage  of  course  will  be  necessarj'. 

The  treatment  of  large  myomata  of  the  uterus  is  outside 
the  Umit  I  have  laid  down  for  myself. 

The  difficulties  and  dangers  of  this  method  dei)end,  as  in 
abdominal  section,  almost  entirely  upon  the  state  of  affairs 
within  the  pelvis,  but  they  may  arise  sooner. 

The  first  difficulty  is  that  of  making  the  vagina  practically 
aseptic,  and  the  second,  with  which  I  have  already  dealt 
sufficiently,  is  in  reaching  tlie  j)eritoneum  when  o|)ening  in 
front  of  the  uterus. 
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The  practice  of  douching  and  packing  the  vagina  with 
ganze  for  two  or  three  days  i^revious  to  operation  I  consider 
to  be  bad.  To  be  of  even  theoretical  use  the  vagina  must 
be  completely  distended,  and  owing  to  the  pain  this  causes  I 
have  never  yet  met  a  patient  who  could  stand  this  being, 
properly  done  a  third  time.  Even  if  it  is  done,  most  of  the 
superficial  epithelium  is  removed,  and  the  vagina,  though 
})erhaps  aseptic,  is  in  the  best  possible  condition  for  the 
absorption  of  septic  material. 

The  preliminary  preparation  should  consist  of  that  usually 
carried  out  in  abdominal  surgery — viz.,  purgative,  suitable 
diet,  and  the  preparation  of  the  abdomen.  The  pubis  should 
l^lso  be  shaved,  vagina  douched  with  weak  creolin  lotion,  and 
thoroughly  washed  with  soap. 

On  the  morning  of  the  o])eration,  the  patient  having  been 
ansesthetised,  an  assistant  should  thoroughly  wash  the  vulva 
and  vagina,  introducing  a  piece  of  soap  in  oixler  to  stretch 
the  vaginal  w^alls.  The  uterus  should  then  be  curetted  and 
packed  with  gauze  (which  must  be  removed  at  the  end  of  the 
operation).  In  order  to  remove  any  greasy  material  the 
parts  should  be  thoroughly  washed  with  ether  applied  on 
small  pieces  of  absorbent  wool,  special  attention  being  given 
to  the  vulva  and  vagina.  As  long  as  the  wool  becomes  dis- 
coloured the  washing  should  be  continued.  The  external 
jmrts  may  now  be  washed  w^ith  corr.  subl.  1-500,  and  the 
vagina  douched  with  plain  warm  water  or  creolin  lotion. 

The  danger  of  wounding  the  ureters  in  vaginal  work  is  also 
one  that  is  generally  recognised.  I  only  remember  having 
once  seen  this  unfortunate  accident  happen,  in  which  case 
both  ureters  were  tied,  but  the  operation  was  one  of  abdominal 
hysterectomy  for  carcinoma.  The  danger  of  haemorrhage — 
impossible  to  control  from  below  or  going  on  unnoticed  until 
symptoms  set  in — is  certainly  possible,  the  latter  especially 
after  breaking  down  adhesions  in  cases  of  retroversion  or 
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flexion.  I  sliould  say,  however,  that  the  chances  were  ceiv 
tainly  less  than  in  separating  them  by  the  Schultze  method. 
The  treatment  in  all  cases  would  have  to  be  the  same — ^viz., 
immediate  abdominal  section. 

Then,  again,  it  may  be  found  impossible,  even  after  a 
certain  amount  of  separation  has  been  effected,  to  finish  the 
o|)eration  from  below,  and  in  these  cases,  unless  the  general 
condition  of  the  patient  is  such  that  prolonged  operation  is 
increasing  her  risk,  I  hold  that  the  abdomen  should  be  opened 
and  an  examination  of  the  state  of  affairs  made.  The  advan- 
tage of  tliis  course  is  obvious ;  any  separation  that  has  been 
made  below  is  still  fresh  and  may  be  of  assistance,  while  if 
only  an  exploratory  incision  is  made  the  extra  risk  should  be 
almost  niL  If  it  is  considered  possible  to  complete  the 
operation  it  should  be  done  at  once,  but  if  inoperable  the 
case  must  be  left.  And  here  I  should  say  that  owing  to 
this  possibility,  and  to  the  possibility  of  haemorrhage  before 
referred  to,  I  am  strongly  of  opinion  that  no  man  is  justified 
in  undertaking  this  operation  who  is  not  ready  to  open  the 
abdomen  if  necessary.  I  have  seen  ait  least  one  case  where 
the  patient's  life  was  undoubtedly  saved  by  the  promptness 
of  this  proceeding.  The  case  was  one  of  hysterectomy  by 
the  combined  method.  The  clamp  securing  the  uterine  artery 
Tn^as  taken  off  by  accident  at  the  end  of  the  operation,  whicji 
was  otherwise  without  difficulty,  and  it  was  impossible  to  seize 
the  artery  from  the  vagina.  1  mention  this  case  to  show  in 
what  a  very  simple  manner  such  a  complication  might  arise. 

There  are  many  conditions  where  this  method  of  dealing 
with  intra-pelvic  disease  is  inferior  to  abdominal  .section— r 
for  instance,  in  cases  where  the  pelvis  is  deformed  or  is  deep 
and  narrow,  in  cases  of  dermoid  tumours  unless  they  are 
small  enough  to  remove  without  tapping,  in  cases  of  large 
ovarian  cystomata  or  advanced  ectopic  gestation,  and  in 
cases  where  the  diagnosis  is  not  reasonably  certain^ 
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The  advantages  claimed  are : — The  absence  of  risk  of  a 
ventral  hernia;  there  is  no  handling  of  the  intestines,  or 
what  I  believe  is  still  worse,  rubbing  of  the  delicate  endo- 
thelium with  gauze  sponges ;  the  very  much  slighter  shock  of 
operation;  absence  of  the  distressing  thirst  so  commonly 
seen  even  after  an  exploratory  abdominal  section ;  and, 
lastly,  the  much  more  rapid  convalescence. 

There  is  no  doubt  that  in*  operating  by  the  vagina  the 
time  occupied  is  much  longer  than  if  the  abdominal  route 
was  followed,  but  with  a  good  anjesthetist  I  consider  this  to 
be  a  matter  of  little  moment.  I  think  that  in  the  majority 
of  the  affections  I  have  mentioned  the  advantages  of  vaginal 
cojliotoniy  outweigh  the  disadvantages,  and  that  the  question 
an  operator  should  ask  himself  is  not  "  How  shall  I  do  this  ?" 
but  "  Can  this  be  done  by  the  vagina  ?" 

I  feel  that  this  subject  has  been  treated  in  a  very  imper- 
fect manner;  but  as  a  long  paper  might  be  written  on  each 
of  the  many  conditions  for  which  vaginal  coeliotomy  would 
be  suitable,  I  have  found  it  impossible  to  do  more  than  treat 
the  subject  as  a  whole. 


Dr.  F.  W.  Kidd  said  that  in  some  cases  it  is  absolutely  impossible 
to  diagnose  whether  one  is  dealing  with  a  single  or  a  double 
salpingitis.  As  regards  the  removal  of  small  subserous  fibromata 
when  the  uterus  is  taken  down,  he  said  it  was  his  experience  to 
meet  with  a  lot  of  these  which  never  did  the  patient  the  slightest 
harm.  It  has  been  claimed  that  intestinal  adhesions  can  be  dealt 
with  easily  by  colpotomj,  and  jthat  the  intestines  never  come  into 
view ;  but  there  were  a  good  many  cases  of  intestinal  adhesions 
when,  if  one  were  unfortunate  enough  in  bringing  them  down  so 
as  to  injure  the  intestines  or  the  vermiform  appendix,  such  cases 
would  likely  have  to  be  finished  by  the  abdominal  method. 

Dr.  a.  J.  Smith  did  not  think  it  the  correct  operation  for 
ruptured  tubal  pregnancy,  as  a  large  blood-clot  sometimes  extended 
up  to  above  the  umbilicus,  and  he  thought  that  this  clot  could  not 
be  as  efficiently  removed  as  by  the  abdominal  method.     He  thought 
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that  for  prolapsed  ovaries  and  catarrhal  tubes  it  was  a  matter  of 
slight  difference  whether  the  abdomen  w^as  opened  from  below  or 
above. 

Dr.  Henry  Jellett  thought  that  enough  importance  was. not 
given  to  vaginal  coeliotomj  as  a  means  of  diagnosis  pure  and 
simple.  In  certain  cases  of  dysmenorrhosa,  where  it  is  ovarian,  he 
thought  it  was  justifiable  to  examine  the  ovaries  if  any  sign  of 
pathological  condition  could  be  obtained  by  a  bi-manual  examina- 
tion. 

Dr.  Smtly — When  posterior  or  anterior  colpotomy  should  be, 
performed  depended  upon  the  circumstances  of  the  case,  whether 
the  uterus  was  ante-verted  or  retro-verted,  and  where  the  patho- 
logical condition  was  situate.  He  did  not  approve  of  Diihrssen's 
method  or  anterior  colpotomy,  but  of  Mackenrodt's.  As  regards 
vaginal  fixation  he  did  not  altogether  agree  with  Dr.  Wilson ;  he 
did  not  think  it  a  good  method  for  ruptured  tubal  pregnancy  on 
account  of  the  difficulty  in  knowing  when  all  the  clots  were  cleared 
away.  He  had  performed  the  operation  for  ovarian  tumour  for 
pyosiilpinx  in  several  cases,  and  for  ruptured  tubal  pregnancy. 
With  regard  to  pyosalpinx  he  said  that  the  uterus  is  really 
infected  before  the  tubes,  and  unless  the  uterus  is  removed  the 
disease  is  not  cured. 

Dr.  R.  D.  Puuefoy  thought  that  vaginal  colpotomy  was  very 
suitable  for  small  movable  tumours,  whatever  their  origin.  He  was 
of  opinion  that  it  was  not  as  good  as  laparotomy  for  most  cases  of 
pyosalpinx  and  tubal  pregnancy.  Sometimes  the  operation  was 
very  troublesome.  He  was  quite  unable  to  accept  the  proposition 
that  in  every  case  of  pyosalpinx  the  uterus  should  be  removed. 

Dr.  Winifred  Dickson  thought  it  a  great  advantage  not  to 
have  an  abdominal  incision. 

Dr.  Wilson,  in  reply  to  Dr.  Kidd,  said  that  he  was  far  from 
.saying  that  every  time  a  fibroma  or  myoma  was  diagnosed  a 
colpotomy  should  be  done.  It  was  not  always  the  size  of  a  myoma 
which  caused  the  symptoms.  The  vermiform  appendix  is  often  seen 
in  operations  by  the  vagina,  and  may  be  taken  out  and  put  back  with- 
out danger.  Adhesions  of  the  intestines  to  the  uterus,  ovaries,  and 
tubes  could  be  easily  separated.  He  (Dr.  Wilson)  thought  Duhrssen's 
method  very  bad,  and  Mackenrodt's  nearly  as  bad.  If  the  fundus 
was  not  brought  through  the  peritoneum  most  probably  tl^e  opera- 
tion would  be  a  total  failure  and  the  fundus  would  subsequently 
retrovert.     He  did  not  think  with  Dr.  Smyly  that  an  abdominal 
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section  should  be  done  to  separate  adhesions  preparatory  to  removal 
of  doable  pyosalpinx  hj  •  the  vagina.  He  believed  that  it  was  in 
separating  the  tubes  from  their  adhesions  that  they  burst.  With 
reference  to  prolapse  operations  he  thought  that  perhaps  extir- 
pation was  the  best  method  in  elderly  women.  For  younger 
women  he  thought  that  an  aaterior  and  posterior  colporrhaphy  and 
a  properly  fitting  pefsary  was  best. 


CLINICAL  EEPOET  OF  THE  EOTUNDA  LYING- 
IN  HOSPITAL  FOE  THEEE  YEAES,  FEOM 
NOVEMBEE  1,  1893,  TO  OCTOBEE  31,  1896. 

By  WILLIAM  J.  SMYLY,  M.D.,  F.E.C.P.L; 
Master,  Botand*  Ljlng-ia  Hospitol ; 

H.  WmsoN,   L.E.C.S.L,  and  Henry  Jellett,  M.D.,  M.Ch., 

ABsistants. 
[Bead  in  the  Section  of  Obstetrics,  March  18, 1898.] 

During  the  three  years 

4,006  women  were  confined  in  the  Hospital, 
6,273  ji  99        at  their  own  homes. 


Total,  10,279 

Of  the  4,006  patients  delivered  in  the  hospital  14  died, 
or  0'374  per  cent. 

ABORTIONS. 

There  were  134  abortions,  with  2  deaths.  The  preven- 
tive treatment  of  abortion  was  limited  to  rest  in  bed, 
hjdrastis  canadensis  for  haemorrhage,  and  opium  for  pain ; 
no  alteration  was  made  in  their  beds  or  coverings.  We 
did  not  give  them  cold  food,  nor  apply  cold  to  the  vulva 
or  hypogastrium,  nor  was  ergot  administered.  We  did 
not  interfere  because  abortion  appeared  inevitable,  but, 
unless  there  were  special  indications,  the  case  was  left  to 
nature.  When  heemorrhage  was  severe  we  found,  with 
one  exception,  that  the  os  was  sufficiently  dilated  to  remove 
the  ovum.    The  plug  was  never  employed  where  any 
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portion  of  the  ovum  had  escaped;  in  such  cases  we  followed 
the  same  rule  as  in  delivery  at  term — 1.«.,  we  waited  half 
an  hour,  and  if  the  remainder  wore  not  expelled  spon- 
taneously we  removed  it.  Thus  55  cases  terminated 
without  assistance;  in  1  case  the  vagina  was  plugged 
in  the  hospital,  because  though  haemorrhage  was  severe 
the  OS  would  not  admit  a  finger;  and  2  were  admitted  with 
vaginal  tampons.  The  uterus  was  plugged  after  curetting 
in  2  cases — once  for  haemorrhage  and  once  for  putrefaction. 
In  5  cases  the  hot  douche  only  was  employed ;  in  8  com- 
pression of  the  uterus  between  the  fingers  of  one  hand  in 
the  vagina  and  those  of  the  other  upon  the  hypogastriuni 
sufficed ;  in  11  the  finger  was  introduced  to  detach  portions 
of  the  ovum ;  and  50  were  curetted. 

E.  H.,  aged  twenty-seven,  5-para;  -admitted  Oct.  ],  1894  ;  six 
months  pregnant.  Patient,  who  had  been  sent  up  from  the  country, 
had  suffered  for  a  whole  month  from  severe  and  repeated  haemor- 
rhages, and  had  been  repeatedly  plugged.  On  admission  she  was 
in  a  state  of  profound  anaemia.  A  plug  was  .removed  from  the 
vagina,  which  was  then  scrubbed  thoroughly  with  creolin  lotion, 
and  upon  examination  the  os  was  found  closed.  During  the  next 
four  days  there  was  no  haemorrhage,  and  every  effort  was  made  to 
improve  her  condition.  On  the  fifth  day  haemorrhage  recommenced, 
and  two  laminaria  tents  were  -  introduced  into  the  cervix,  and  the 
vagina  was  plugged.  During  the  night  her  temperature  rose  to 
103*5°,  but  in  the  morning  had  fallen  to  101*2''.  She  then  complained 
of  labour  pains,  but  she  became  exhausted  and  died  undelivered. 

A.  C,  four  and  a  half  months  pregnant ;  incomplete  abortion ; 
admitted  with  septic  fever,  of  which  she  died  on  the  twentieth  day. 
Her  case  is  reported  under  that  heading. 

Another  case  had  been  plugged  outside.  On  admission  her  tem- 
perature was  101°,  and  pulse  120.  The  tampon  was  immediately 
removed,  the  vagina  and  uterus  thoroughly  douched  out,  and  the 
latter  curetted.  The  next  evening  her  temperature  rose  to  103*4°, 
but  fell  the  following  morning,  and  though  it  continued  somewhat 
irregular  it  never  rose  again  above  i01°.  She  left  the  hospital 
against  our  advice  on  the  eighth  day. 
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Table  I.,  thoioing  nature  of  Cotes  m  Rotunda  Lying-in  Hoapiial. 
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1  in  334 

Brow  - 

1 

4 

1  in  1001-5 

Breech  ftnd  lower  ei- 

23 

49 

53 

125 

PROLAPSE  OF  rUNIS. 
There  were  20  cases  of  prolapse  of  the  funis.  Two  were 
complicated  by  placenta  prsevia,  and  one  was  the  second  of  twins ; 
eight  children  were  Btillborn,  in  three  of  whom  the  cord  was 
puliseless  when  discovered,  and  one  of  these  children  was  mace- 
rated.   All  the  mothers  recovered. 
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Name 

Age 

Para 

Date 

Pres. 

M. 

c. 

1.  M.  B. 

29 

4 

January  9, 1894 

V. 

B. 

A. 

External     version ; 

extraction. 

2.  B.  8. 

• 

25 

5 

Feb. 

28, 

V.         B. 

1 

A. 

Combined  version. 

3.  M.  C. 

30 

2 

March 

12. 

V.      !  B.     D. 

Forceps. 

4.  M.  B. 

36 

3 

May 

13, 

Breech  .  B.  '  D. 

1 

Placenta     previa ; 
foot  brought  down. 

5.  M.  D. 

19 

1 

July 

20, 

Foot         B.     A. 

Extraction. 

6.  B.R 

29 

8 

Aug. 

6. 

V. 

B.     A. 

Beposition. 

7.  M.B. 

23 

5 

Sept 

9, 

Breech 

B.     D. 

Cord     pulseless ; 

nothing  done. 

8.  L.  C. 

23 

1 

Sept. 

24, 

Breech 

B. 

D. 

Twins:  Ivert.idive; 

A 

2nd,  breech,  oord 

1 

pulseless. 

9.  A.  S. 

30 

1 

Jan. 

29,1895 

V. 

B. 

A. 

Combined  version. 

10.  M.A.F. 

40 

6 

March  27, 

Oblique 

R  ;  A. 

1 

Internal  version. 

11.  C.  J. 

33 

9 

March  29, 

V. 

B.     D. 

Do.        do. 

12.  A.  S. 

36 

2 

May 

20, 

Oblique 

B.     A. 

Do.        do. 

la  M.A.B. 

36 

10 

Dea 

28, 

Breech 

B.  i  A. 

i 

Extraction. 

14.  B.  B. 

22 

2 

Jan. 

3,1896 

V. 

B.  1  A. 

1 

Nothing ;     labour 
rapid. 

16.  J.  O'D. 

34 

5 

Feb. 

14. 

V. 

B. 

D. 

Combined  version. 

16.  J.  D. 

33 

8 

April 

28, 

V. 

B. 

D. 

Cord     pulseless ; 
nothing  done. 

17.  K.  M. 

27 

4 

July 

30, 

V. 

B. 

A 

Nothing  done;  rapid 
delivery. 

18.  M.  B. 

36 

5 

July 

9, 

V. 

K. 

A. 

Symphysiotomy  ; 
version. 

19.  K.  F. 

22 

1 

Aug. 

20, 

V. 

B. 

D. 

Cord     pulseless ; 
nothing  done. 

20.  M.  D. 

30 

5 

Oci 

19, 

Foot 

B. 

A. 

Slight     accidental 
hsmorr.,  memb. 
ruptured,     cord, 
prolapsed ;     ex- 
traction. 

HYPEREMESIS. 

There  were  3  cases  of  uncontrollable  vomiting,  all  of 
which  terminated  fatally. 
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K.  K,  aged  thirty-seveq,  T-para,  admitted  from  extern  maternity, 
August  15,  1894.  Patient  was  very  emaciated,  and  exceedingly 
weak  from  constant  and  uncontrollable  vomiting.  It  was  deter- 
mined to  induce  labour  as  quickly  as  possible,  and  two  bougies 
were  inserted  between  the  membranes  and  uterine  wall.  Pains  set 
in  in  six  hours,  the  breech  presenting.  As  soon  as  the  os  was 
sufficiently  dilated  a  foot  was  brought  down,  and  a  premature  child 
weighing  4^  lbs.  extracted  alive.  After  delivery  vomiting  con- 
tinued, and  in  spite  of  nutrient  enemata  she  gradually  grew  weaker, 
her  temperature  steadily  falling  from  07^  at  the  time  of  the  child's 
birth  to  95*^  on  the  fourth  day,  when  she  died.  The  post-mortem 
showed  some  inflammation  of  the  stomach,  but  all  other  organs 
healthy. 

C.  H.,  aged  thirty,  3-para,  admitted  June  24,  1895,  from 
Steevens'  Hospital  in  a  very  emaciated  condition,  with  history  of 
constant  vomiting  for  past  six  weeks.  Urine  highly  albuminous, 
contained  tube  casts.  The  vomiting  ceased  on  July  1,  but  she 
gradually  became  weaker.  Labour  set  in  on  the  3rd,  and  she  was 
delivered  in  a  quarter  of  an  hour,  but  died  eighteen  hours  after. 
Autopsy, — Old  pleuritic  adhesions ;  dilated  stomach ;  large  white 
kidneys. 

M.  B.,  aged  twenty-nine,  7-para,  seven  months  pregnant,  admitted 
October  11,  1895,  with  advanced  kidney  disease.  History  of 
constant  vomiting  for  past  five  months ;  patient  deeply  jaundiced, 
liver  enlarged,  nrtemic  breath,  no  oedema,  urine  dark-coloured, 
highly  albuminous,  contained  bile  pigment.  October  12. — Urasmic 
convulsions,  gradually  became  comatose,  and  died  undelivered  the 
following  morning.  Autopsy. — Large  fatty  liver;  large  white 
kidneys. 

HYDRAMNIOS. 

There  were  7  cases  of  hydramnios,  in  2  of  which 
the  children  were  anencephalic,  1  had  spina  bifida,  and 
a  fourth  was  oedematous.  One  patient  was  so  enormously 
distended  that  she  suffered  from  intense  dyspnoea,  which 
was  immediately  relieved  by  the  escape  of  the  waters. 

.  ABNORMAL  PRESENTATIONS. 

Face  to   Pubes. — Twenty-one  cases  were  noted,  but 
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as  it  was  not  necessary  to  report  this  abnormality  to  the 
medical  officers  the  record  is  not  reliable. 

Face. — Twleve  cases. 

Broic. — Four  cases.  Two  terminated  as  such,  one 
changed  into  a  face,  and  the  fourth  was  converted  into  a 
vertex.  The  head  being  freely  movable  above  the  brim, 
the  hand  was  introduced  and  the  occiput  brought  down. 
Labour  was  completed  by  the  natural  efforts. 

Breech  and  Tjower  Eatremitiee  presented  125  times.  Twice 
a  leg  was  brought  down  to  hasten  delivery ;  1 5  times  the 
arms  were  extended  above  the  head  and  had  to  be  brought 
down.  The  posterior  arm  was  always  delivered  first,  and 
in  most  cases  the  child  was  rotated  so  as  to  turn  the  other 
arm  into  the  hollow  of  the  sacrum  before  it  was  delivered. 
When  the  delivery  of  the  head  required  assistance  it  was 
generally  accomplished  by  the  Prag,  Smellie's  or  Martin's 
method,  most  frequently  by  a  combination  of  the  two 
latter ;  once  only  were  forceps  appKed  to  the  after-coming 
head,  but  without  success,  and  the  child  having  died  it 
was  perforated.  Forty-one  children  were  stillborn,  of 
which  12  were  macerated,  and  4  died  in  the  hospital. 

Shoulder  and  Upper  Extremities. — Fourteen  cases.  All 
the  mothers  and  9  of  the  children  survived.  In  3  external, 
in  6  internal,  and  in  3  bi-polar  version  was  performed;.  1 
was  decapitated,  and  1,  a  small  and  macerated  foetus,  was 
expelled  spontaneously. 

M.  C,  aged  thirty-seven,  2-para,  admitted  January  16,  1894, 
Had  been  twenty  hours  in  strong  labour  before  admission.  The 
child  was  lying  obliquely  with  its  head  in  the  left  iliac  fossa,  the 
right  shoulder  impacted  in  the  pelvis,  and  the  arm  prolapsed  and 
swollen.  There  was  no  foetal  heart,  and  the  contraction  ring  could 
be  easily  felt  above  the  foetal  head.  The  child  was  decapitated 
with  Braun's  hook.     The  mother  made  a  good  recovery. 
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TWINS. 

There  were  45  twiu  births.  The  majority  required  no 
assistance.  In  one  case  the  hand  and  non-pulsating  cord 
prolapsed ;  they  were  replaced.  The  head  of  the  other 
child  came  down,  and  labour  terminated  by  the  natural 
efforts.  In  another  a  hand  and  foot  presented,  but  when 
the  membranes  ruptured  a  head  and  arm  came  down,  and 
tiie  labour  terminated  without  difficulty.  In  one  case 
forceps  was  applied,  and  in  one  in  which  there  was  also 
placenta  praevia  version  was  performed. 
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£.  W.,  aged  thirty,  4-para,  admitted  Jan.  29,  1894.  She  had 
had  haemorrhage  for  five  days  before  admission,  and  on  the  28th 
it  was  very  profuse.  The  medical  practitioner  who  was  called  in 
plugged  the  vagina  and  sent  her  into  hospital.  On  admission  she 
was  very  ansemic,  pulse  130,  temperature  101^.  She  had  also 
constant  vomiting,  so  that  slie  could  retain  no  food.  Her  condition 
was  so  critical  that  in  spite  of  her  high  temperature  we  did  not 
consider  it  advisable  to  remove  the  plug  immediately,  but  directed 
oar  efforts  to  stopping  the  sickness  and  restoring  her  vitality. 
After  two  hours  the  plug  was  removed,  the  vagina  disinfected, 
hi-polar  version  performed,  and  a  foot  brought  down.  Labour  did 
not  set  in  for  nineteen  hours.  She  was  then  rapidly  delivered  of  a 
child  in  a  state  of  pallid  asphyxia,  which  was  brought  round  by 
Schultze's  method,  and  left  the  hospital  with  its  mother. 

M.  C,  aged  thirty,  2-para,  admitted  March  2,  1894.  Slight 
haemorrhage  from  marginal  placenta  pnevia,  which  ceased  when 
the  membranes  were  ruptured ;  cord  prolapsed  and  ceased  pulsating, 
child  rapidly  delivered  with  forceps ;  heart  pulsating,  but  all  efforts 
failed  to  resuscitate  it. 

H.  C,  aged  thirty-one,  3-para,  admitted  June  23,  1894.  Was. 
sent  into  hospital  by  a  doctor  who  had  separated  the  placenta  from 
the  lower  zone  of  the  uterus  by  Barneses  method,  but  had  not 
raptured  the  membranes.  On  admission  the  haemorrhage  was 
profuse ;  pulse,  120 ;  T.  99° ;  os  somewhat  larger  than  a  shilling. 
The  vagina  having  been  douched  with  hot  creolin  solution,  the 
membranes  were  ruptured.  Hemorrhage  immediately  ceased,  and 
she  was  left  to  deliver  herself.     The  child  was  dead. 

There  was  no  maternal  death. 

ACCIDENTAL  HLSMORRHAGE.  ' 

There  were  20  cases  of  accidental  haemorrhage,  8  of  which 
were  severe.  In  12  cases  nothing  was  required  to  check  the 
hemorrhage  beyond  a  hot  douche  and  rupture  of  the  mem- 
branes. In  4  the  vagina  was  plugged,  in  3  version  was 
performed,  and  1  was  delivered  with  forceps. 

A.  E.,  aged  forty,  admitted  Nov.  2,  1894.  Patient  was  seven 
months  pregnant,  and  had  suffered  from  severe  flooding  before 
admission.  There  were  no  labour  pains,  and  the  os  would  only 
admit  the  tip  of  one  finger.     The  vagina  having  been  douched 
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with  hot  creolin  solution  was  plugged  with  gauze  and  moist  cotton- 
wool. When  the  plug  was  removed,  24  hours  later,  the  os  was 
found  the  size  of  a  crown  piece,  and  during  the  examination  it 
was  retracted  beyond  the  reach  of  the  finger.  The  membranes 
were  ruptured,  and  in  a  few  minutes  a  dead  child  was  expelled. 
The  woman  declared  that  she  was  unconscious  of  pain  during 
delivery.     She  made  a  good  recovery. 

E.  S.,  aged  twenty-nine,  5-para,  admitted  Dec.  6,  1894,  with 
severe  flooding ;  the  os  was  undilated,  and  there  were  no  labour 
pains.  The  vagina  was  douched  and  plugged  as  in  the  former 
case.  Pains  set  in  in  about  four  hours.  The  plug  was  removed 
and  the  membranes  ruptured.  A  dead  child  was  shortly  afterwards 
expelled. 

W.  D.,  aged  twenty-five,  4-para,  admitted  18th  March,  1895. 
In  this  case  the  haemorrhage  commenced  after  rupture  of  the 
membranes.  Labour  pains  were  strong,  but  the  flooding  was  very 
profuse.  She  became  very  anaemic,  with  a  pulse  of  122.  The 
head  being  well  in  the  cavity  of  the  pelvis  and  the  os  nearly 
dilated,  the  forceps  was  applied,  and  a  dead  child,  weighing  9  lbs., 
extracted.  An  examination  of  the  after-birth  showed  that  the 
placenta  had  been, situated  in  the  upper  zone  of  the  uterus. 

M.  S.,  aged  thirty,  2-para,  admitted  Aug.  14,  1895.  Had  had 
severe  haemorrhage  before  admissi^m,  and  internal  version  had  been 
attempted  outside ;  the  os  was  about  the  size  of  half-a-crown,  and 
a  foot  was  in  the  vagina,  but  the  head  was  still  in  the  brim. 
Version  was  completed  by  pushing  up  the  head,  and  strong  pains 
setting  in  a  living  child  was  born  in  two  and  a  half  hours. 

POST-PARTUM   HiEMOBRHAGE. 

There  were  49  cases  of  post-partum  haemorrhage,  28  of 
which  were  moderate  and  21  severe;  41  were  due  to  uterine 
inertia,  7  to  lacerations  of  the  soft  parts,  and  1  to  a  com- 
bination of  both  causes.  Of  the  atonic  cases,  10  were  con- 
trolled by  external  manipulation  and  ergot,  6  by  the  hot 
douche;  in  24  the  hand  was  introduced  to  remove  the 
placenta,  membranes,  or  clots,  3  were  plugged,  including  a 
case  of  uterine  inertia  with  a  deep  cervical  laceration,  2  were 
infused  with  saline  solution. 
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M.  C,  delivered  15th  Jalj,  1894.  Considerable  post-partum 
luemorrbage ;  hand  introduced  and  partially  adherent  placenta 
removed,  uterus  continuing  relaxed  and  a  deep  cervical  laceration 
being  discovered,  uterus  and  cervix  were  plugged  with  gauze. 

N.  F..  delivered  9th  Feb.,  1895.  A  considerable  haemorrhage 
daring  third  stage.  Hsemorrhage  ceased  after  expulsion  of  the 
placenta,  but  the  patient  was  greatly  collapsed,  with  a  thready 
pulse,  140  per  minute  ;  as  she  did  not  improve  with  the  ordinary 
methods,  two  quarts  of  saline  solution  were  infused  with  marked 
benefit     She  left  the  hospital  on  the  ninth  day. 

H.  S.,  delivered  22nd  Jan.,  1895,  at  2  30  a.m.,  of  a  seven 
months'  child.  There  was  some  haemorrhage  after  the  birth  which 
was  easily  controlled,  but  at  3  30  a.m.  flooding  was  noticed  again ; 
a  large  quantity  of  blood  and  clots  was  expressed  from  the  uterus, 
with  a  piece  of  membrane.  Hot  douching  being  found  insufficient, 
the  uterus  was  plugged  with  gauze  and  the  vagina  with  moist 
cotton  wadding.  The  patient  was  greatly  collapsed  and  could 
retain  nothing  in  her  stomach.  As  her  condition  showed  no 
improvement  towards  evening  she  was  infused  with  saline  solution ;. 
the  pulse,  which  could  not  be  counted  before,  now  fell  to  126.  The 
plugs  were  removed  at  12  30  p.m.,  and  there  was  no  further 
haemorrhage.  On  the  fourth  evening  her  temperature  rose  to  104" 
and  the  uterus  was  douched  with  creolin.  The  temperature  continued 
irregular  for  four  days,  but  steadily  improved  after  that  until  the 
twelfth  day,  when  it  became  normal  and  remained  so  until  her 
discharge  five  days  later. 

M.  K.,  delivered  17th  May,  1895.  The  membranes  were 
adherent  and  had  to  be  removed  by  hand.  The  uterus  was  infested 
by  a  number  of  multi-nodular  myomata.  Haemorrhage  continuing 
in  spite  of  hot  douching  the  uterus  and  vagina  were  plugged  with 
gauze  as  in  the  former  cases.  She  had  an  irregular  temperature 
for  three  weeks,  but  only  once  as  high  as  101^,.  and  she  ultimately, 
left  the  hospital  in  good  health.  > 

Of  the  7  traumatic  cases  2  were  due  to  laceration  of  the 
cfervix,  3  were  due  to  a  tear  in  the  vestibule,  1  to  a  deep 
vaginal  laceration,  and  1  to  laceration  of  the  perineum. 
They  were  all  sutnred.     There  was  no  maternal  death.  ^       • 


250  Clinical  Report  of  the  Rotunda  Hospital. 

RUPTURE   OF  THE   UTERUS. 

There  was  one  example  of  this  accident. 

M.  E.,  aged  twenty-eight,  5-para,  admitted  6th  June,  1895, 
at  7  30  a.m.  Labour  had  commenced  at  6  a.m.,  and  she  ha»d 
strong  pains.  At  11  45  a.m.  the  os  was  fully  dilated;  some 
blood  had  escaped  per  vaginam  during  the  previous  half  hour, 
but  ceased  after  rupture  of  the  membranes.  When  six  hours 
in  the  second  stage  forceps  were  appUed,  and  a  dead  child 
delivered.  The  uterus  contracted  firmly,  but  failed  to  expel 
the  placenta.  All  efforts  to  express  it  having  failed,  after  fifty 
minutes  the  hand  was  introduced,  and  a  laceration  through, 
the  lower  uterine  segment  and  cervix  was  discovered  in  tlie 
posterior  wall,  through  which  the  placenta  had  escaped  into 
the  abdominal  cavity.  Following  the  cord  the  hand  was 
passed  through  the  rent,  and  the  placenta  removed.  A  strip 
of  iodoform  gauze  was  passed  through  the  tear,  and  left  there 
for  two  days.  That  evening  her  temperature  reached  101'2*', 
but  was  normal  next  morning.  In  the  evening  it  was  again 
lOP,  and  pulse  120.  Next  morning  both  had  fallen  to  normal, 
and  continued  so  until  she  was  discharged  on  the  20th. 

OVARIAN   TUMOUR. 

The  cystic  tumour,  which  was  somewhat  larger  than  the 
foetal  head,  was  easily  pushed  up  out  of  the  pelvis  at  the 
commencement  of  labour,  and  gave  no  further  trouble. 

MTOMATA. 

H.  S.,  aged  forty-four,  3-para,  admitted  28th  April,  1894; 
nineteen  years  since  birth  of  last  child;  uterus  infested 
with  multinodular  myomata ;  labour  very  tedious ;  a  large  sub- 
mucous myoma  almost  closed  the  os.  The  hand  was  passed  into 
the  vagina  and  two  fingers  into  the  uterus  beyond  the  tumour. 
A  foot,  which  fortunately  was  the  presenting  part,  was  seized, 
and  by  means  of  it  extraction  was  effected  with  considerable 
difl&culty.  The  child,  which  was  macerated,  weighed  7^  lbs. 
The  mother  made  a  good  recovery. 

E.  B.,  aged  thirty-eight,  1-para,  admitted  12th  February, 
1894.  Upon  abdominal  examination  the  uterus  was  found  in- 
fested with  myomatous  nodules,  the  fcetus  presenting  in  the 
Becond  position,  with  the  head  freely  movable  above  the  pelvic 
brim.    Per  vaginam,  a  tumour  as  large  as  a  foetal  head  was 
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found  occupying  Douglas's  pouch,  and  encroaching  upon  the 
conjugate  diameter  to  such  an  extent  as  to  render  the  passage 
of  the  child  impossible.  The  tumour  was  firmly  fixed,  so  that 
it  could  not  be  pushed  up  out  of  the  pelvis,  nor  could  the  pre- 
senting part  be  reached  by  the  examining  finger.  Abdominal 
section  was  performed  on  Friday,  May  4th,  the  uterus  was 
drawn  out  and  opened.  The  foetus  extracted  began  to  cry 
almost  immediately.  The  removal  of  the  tumour  was  difl&cult 
owing  to  fiirm  adhesions  of  its  upper  third,  which  was  covered 
with  peritoneum,  and  to  the  extra-peritoneal  development  of 
the  lower  two-thirds,  necessitating  careful  enucleation.  An 
elastic  ligature  was  placed  around  the  cervix  below  the  tumour, 
and  the  latter,  with  the  uterus,  removed.  The  cervix  was  then 
extirpated  per  vaginam,  the  broad  ligaments  having  been 
secured  by  clamps.  A  large  mass  of  tissue  was  then  found 
outside  the  clamp  on  the  left  side ;  it  was  drawn  down,  another 
clamp  placed  outside,  and  the  mass  removed,  and  upon  examina- 
tion was  found  to  be  a  second  uterus,  which  admitted  a  sound  to 
the  normal  depth  (the  specimens  were  exhibited  at  the  meeting 
of  the  Obstetrical  Section  of  the  Boyal  Academy  of  Medicine, 
Ireland,  on  Friday,  May  18, 1894).  Convalescence  was  delayed, 
by  thrombosis  of  the  short  saphenous  vein  of  the  left  leg,  but  she 
ultimately  left  the  hospital,  with  her  infant,  in  good  health. 

Of  the  other  cases  2  were  subperitoneal  myomata,  which 
caused  no  trouble ;  3  were  interstitial  multinodular  myo- 
mata. Two  of  these  women  aborted,  and  1,  M.  K.,  has  been 
abready  reported  as  a  case  of  post-partum  heemon-hage,  and 
1  with  a"!submucous  tumour  aborted  at  the  third  month. 

DEFORMED   PELVIS. 

Twenty-one  cases  were  reported,  2  of  whom  delivered  them- 
selves without  assistance;  1  in  which  the  child  presented  with 
breech  required  manual  assistance ;  4  were  extracted  with  for- 
ceps, once  the  instrument  was  applied  before  the  head  had 
passed  the  brim,  and  three  times  for  secondary  inertia  after  it 
had  entered  the  pelvic  cavity  ;  9  were  delivered  after  induction 
of  premature  labour,  3  by  craniotomy,  1  by  symphysiotomy, 
and  1  by  Caesarean  section.  Two  mothers  and  7  children 
died. 
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B 

D 

Low  forceps 

M.K. 
A.B. 

28 
29 

4 
5 

1  June,       „ 
5  AugaBt,   „ 

B 
B 

D 
D 

Perforation  of  after- 
coming  head 
Low  forceps 

J.  S. 

28 

2 

28  Oct., 

D 

A 

Ca&sarean  section 

E.W. 

87 

9 

23  Jan.,     1895 

B 

A 

Liduotion  of  labour 

B.  S. 

27 

5 

3  Feb.,         „ 

B 

A 

Breech 

K.M. 

36 

6 

15  March,     „ 

B 

A 

Induction  of  labour 

M.K. 

33 

10 

9  May,        „ 

B 

A 

Do.             do. 

B.H. 

26 

4 

4  June,       „ 

R 

D 

Perforation 

A.B. 

40 

9 

15  Sept.,       „ 

B 

A 

1 
liOW  forceps 

M.D. 

27 

4 

16  Sept., 

D 

A 

Induction  of  labour 

E.M. 

25 

6 

7  March,  1896 

B 

D 

Do.             do. 

M.  E. 

25 

4 

9  March,     „ 

B 

A 

Natural  efforts 

KK, 

83 

4 

15  May, 

B 

D 

Induction  of  labour 

E.  A. 

28 

4 

17  Jane,       „ 

B 

A 

1 
Do.             do.               1 

M.B. 

25 

5 

9  July, 

B 

A 

Symphysiotomy 

M.N. 

23 

3 

19  Aug.,        „ 

B 

A 

Natural  efforts 

S.  K. 

28 

1 

15  Oct., 

B 

D 

Perforation 

.  Cas£  I. — A.  E.,  aged  twenty-eighty  o-para,  admitted  Jau.  17, 
1894.  Patient  had  been  a  long  time  in  labour ;  waters  had  escaped 
18  hours  before  admission,  meconium  escaping.  The  contraction 
ring  was  high  up,  and  head  above  the  brim.  Foetal  heart  slow ; 
OS  f  dilated ;  large  caput  succedaneum  ;  conjugate  of  brim,  3f 
inches.  A  living  child  was  extracted  with  considerable  difficulty: 
by  forceps.  , 
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Case  V. — ^M.  K.,  aged  twenty-eight,  4 -para,  admitted  3l8t  May, 
1894.  Her  first  two  labours  were  terminated  by  craniotomy  ;  the 
third,  in  the  Rotunda  Hospital,  by  induction  of  premature  labour, 
and  that  child  was  still  living.  Although  warned  of  the  dangers 
attending  delivery  at  term,  she  now  presented  herself  in  labour  at 
full  term,  the  breech  presenting.  All  efforts  to  deliver  the  after- 
coming  head  were  fruitless  until  after  the  child's  death,  when  it 
was  perforated  and  extracted. 

Case  YIL— J.  S.,  aged  twenty-eight,  2-para.  This  patient  had 
been  delivered  in  the  hospital  by  Csesarean  section  in  1891.  The 
conjugate  of  the  brim  measured  2|  inches,  and  the  transverse  4^ 
inches.  It  was  therefore  a  generally  contracted  flat  pelvis»  She 
was  admitted  to  the  Lying-in  Hospital  on  Sunday,  October  28th, 
1894,  having  been  some  hours  in  labour.  The  operation  was 
commenced  late  in  the  afternoon,  and  had  to  be  finished  by  lamp- 
light, and  to  this  I  attribute  the  unfortunate  result.  Upon  opening 
the  abdomen  the  intestines  were  found  adhering  to  the  uterine 
cicatrix,  and  were  pushed  off  with  a  muslin  compress.  The  uterus 
was  then  opened,  the  child  extracted,  and  the  cord  ligatured  and 
divided.  It  was  a  male  weighing  six  and  a  half  pounds,  and  began 
to  cry  immediately.  The  placenta  and  membranes  were  removed,  and 
the  wound  closed  with  silk  sutures.  The  intestines  were  carefully- 
examined,  but  a  small  pin-hole  opening  was  not  discovered  until 
the  post-mortem  ex&minAtion.  The  abdominal  wound  was  closed, 
and  the  patient  put  to  bed.  She  died  on  the  third  day  from  escape 
of  fsecal  matter  into  the  abdominal  cavity ;  the  child  survived. 

Case  XIL— B.  H.,  4-para,  admitted  16th  May,  1895.  May  29, 
bougies  inserted  and  changed  daily  until  June  2.  Barnes's  bags 
were  then  inserted  and  the  os  dilated.  June  3,  membranes  ruptured. 
Next  morning  the  head  was  still  Above  the  brim,  the  contraction 
ring  a  hand's  breadth  above  the  pubes,  no  foetal  heart,  meconium 
coming  away,  large  caput  succedaneum.  Version  being  impossible, 
and  the  child  evidently  dead,  the  head  was  perforated  and  extracted' 
with  Anvard's  cranioclast. .  The  placenta  was  adherent  and  had  to 
be  removed  manually.    She  made  a  good  recovery. 

Case  XIV. — ^M.  D.  died  of  septicemia  and  is  reported  under  that 
heading. 

Case  S^VIL— K.  K.,  first  two  children  atiilbom,  three  cranioto-. 
mised,  c.y.  9  cm.    Labour  induced  by  Krause's  method;  labour  did. 
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not  set  in  for  some  days ;  pains  infrequent  and  inefficient ;  podalic 
version ;  child  astride  the  cord ;  died  during  extraction. 

Case  XIX. — ^M.  B.,  5-para.  Her  first  three  children  were  still- 
born, probably  perforated,  but  of  this  she  was  uncertain.  The 
fourth  was  saved  by  induction  of  labour  in  this  hospital.  She  was 
now  at  full  term.  When  the  os  was  nearly  dilated  symphysiotomy 
was  performed,  the  funis  prolapsed,  when  the  membranes  ruptured. 
The  child  was  turned  and  extracted  without  much  difficulty ;  she 
made  an  excellent  recovery.  There  was  no  abnormal  mobility  of 
the  symphysis,  and  no  trouble  in  walking.  She  left  the  hospital 
with  her  baby  in  excellent  health  on  the  29th  of  August. 

Case  XXI. — S.  K.,  aged  twenty-eight,  1-para.  On  admission  os 
size  of  half-drown.  Large  caput  succedaneum  on  head  which  was 
freely  movable  above  the  brim ;  promontory  easily  felt,  c.v.  7  cm. ; 
waters  had  long  escaped ;  meconium  coming  away ;  no  foetal  heart ; 
perforation. 

LABIAL  THROMBUS. 

There  were  two  cases : — 

Case  I. — E.  B.,  aged  twenty-three,  1-para,  admitted  Feb.  4, 1895. 
Labour  commenced  at  d  80  p.m.  on  the  3rd.  At  10  a.m.  next  day  a 
swelling  was  noticed  in  the  left  labium,  which  rapidly  increased  in 
size  until  it  was  as  large  as  a  foetal  head,  distending  the  labium, 
bulging  the  vaginal  wall  inwards,  and  extending  across  the  peri- 
neum. She  was  immediately  sent  into  hospital  and  delivered  with 
iforceps.  During  delivery  the  tumour  ruptured,  and  the  perineum 
was  lacerated.  The  rent  extended  up  the  vaginal  wall  almost  to 
ihe  lateral  fornix ;  two  large  veins  were  ligatured,  and  the  cavity 
plugged  with  iodoform  gauze,  which  was  removed  after  twenty- 
four  hours ;  she  made  a  good  recovery. 

Case  II. — M.  M.,  aged  thirty-four,  7-para,  admitted  August  31, 
1896.  She  was  delivered  naturally.  Shortly  after  delivery  she 
-complained  of  very  severe  bearing  down  pain,  ^' just  like  the  head 
eoming  through."  The  left  labium  was  swelled  to  the  size  of  a 
turkey's  egg,  the  inner  aspect  of  a  dark  purple  colour,  and  very 
tender  to  the  touch.  A  ^-grain  of  morphia  was  given  hypoder- 
mically,  and  a  compress  applied  to  the  vulva.  Next  morning  the 
tumour  had  increased  in  size,  and  at  12  80  it  burst  with  profuse 
hffimorrhage;  the  rupture  was  found  on  the  inner  side  of  the 
labium.    The  cavity  was  freely  laid  open,  clots  turned  ont^  and 
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some  bleeding  points  secured  by  suture.  It  was  then  well  washed 
out  with  hot  creolin  lotion,  and  plugged  with  iodoform  gauze ;  the 
TRgiua  was  also  plugged  witli  gauze  and  moist  cotton  wool,  and  a 
large  pod  applied  to  the  vulva  and  secured  by  a  T  bandage.  The 
patient,  who  was  very  collapsed,  was  treated  by  a  hypodermic 
injection  of  strychnia,  hot  nutrient  enema,  and  raising  of  the  foot 
of  the  bed.  She  made  a  good  recovery,  and  left  the  hospital  in 
good  health,  excepting  phthisis  pulmonalis,  from  which  she  had 
previously  suffered, 

FORCEPS. 

Forceps  were  used  in  117  cases — i.e,y  once  in  34  deliveries. 
The  indications  for  their  use  were  as  follows : — 

1893-94  1894-95   1895-96 


Delay  in  second  stage 

30 

27 

41 

Bise  in  temperature    - 

1 

1 

0 

Rise  in  pulse 

0 

2 

I 

Slowing  of  foetal  heart 

8 

1 

2 

Prolapse  of  funis 

1 

0 

0 

Accidental  hemorrhage 

1 

1 

4 

41  32  40 

Of  these  87,  or  nearly  three-fourths,  were  primiparse.  The 
ages  of  the  primiparse  were : — 

Between  17  and  25  years  -  29 

25     „     30     „  -  36 

30     „     85     „  -  19 

35     „     43     „  -  3 

In  one  case  only  was  the  instrument  used  before  the  head 
had  passed  the  brim  of  the  pelvis — that  is,  one  high  forceps 
in  4,006  deliveries ;  it  is  reported  under  pelvic  deformity. 
Two  mothers  died — 1  in  2,003. 

CRANIOTOMir. 

Three  children  were  perforated ;  they  were  all  dead,  and 
have  been  reported  under  cases  of  pelvic  deformity. 
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VERSION 

Was  performed  42  times — 12  times  for  shoulder  presenta- * 
tions,  18  times  for   placenta  praevia,  twice  for   accidental 
haemorrhage,  twice  for  pelvic  deformity,  and  8  times  for 
prolapse  of  funis. 

ECLAMPSIA. 

There  were  nine  cases  of  eclampsia,  five  of  which  were, 
ante-,  two  intra-,  and  two  post-partum.    Three  of  the  mothers 
and  four  of  the  children  died.     One  of  the  mothers  went  out 
undelivered  and  did  not  return. 


Name 

Age 

Para 

C.T. 

34 

6 

M.M. 

•28 

1 

E.  B. 

33 

1 

M.  H. 

19 

1 

E.S.    . 

— . 

M.  B. 

29 

3 

S.  M. 

28 

1 

E.G. 

17 

1 

KW. 

35 

5 

Delivered 


f) 


it 


»> 


4  Feb.,     1894 

5  April, 
24  Oct., 
23  Dec., 

Not 
12  Oct.,      1895 
28  April,    1896 
27  May, 
10  July, 


99 


99 


B 

D 

B 

D 

B 

? 

D 

A 

D 

— 

D 

D 

B 

A 

B 

A 

B 

D 

Ante-partum 


t» 


t> 


Post  partam 
Ante-partam 


tf 


Intra-partum 

Post-partum 

Intra-partum 


Case  I. — C.  T.,  aged  thirty-five,  6-para,  admitted  January  13, 
1894,  in  convulsions.  Urine  scanty,  contained  blood,  and  became 
almost  solid  on  boiling.  Between  the  fits  she  was  semi-conscious, 
restless,  and  rambling.  An  enema  was  administered,  and  ^  grain 
morphia  hypodermically.  She  had  four  fits  during  the  following, 
four  hours  when  another  ^  grain  morphia  was  administered,  after 
which  she  slept  soundly  for  some  hours.  She  regained  consciousness 
next  day  and  had  no  more  fits ;  was  kept  on  milk  diet  until  the 
18th,  when  she  left  the  hospital.  She  was  re-admitted  on  the  4th 
of  February,  and  was  delivered  by  the  natural  efforts  of  a  macerated 
foetus  which  presented  with  the  breech.  She  made  a  good  conva* 
lescence,  and  was  discharged  on  the  10th. 
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Case  II. — ^M.  M.,  aged  tfventy-eight,  1-para,  admitted  March  81, 
1894.  She  had  had  five  fits  before  admissioiu  Her  urine  contained 
blood  and  a  large  quantity  of  albumen.  Half  a  grain  of  morphia 
was  administered  hypodermically  and  repeate'd  every  fourth  hour 
until  she  had  had  gr.  1^.  Labour  did  not  set  in  until  mid-day  on 
April  5th,  and  she  was  delivered  after  seven  hours  of  a  dead 
macerated  foetus.  In  the  meantime  she  had  been  restricted  to  milk 
and  had  no  more  convulsions. 

Cask  III. — E.  B.,  aged  thirty-three,  1-para,  admitted  27th 
September,  1894,  in  conyulsions.  She  was  six  months  pregnant, 
and  her  urine  was  scanty  and  highly  albuminous.  She  was  given 
mist,  sennse  co.  ^iij.,  and  when  the  fits  recurred,  morphia  i  gr.^ 
which  was  repeated  in  four  hours.  She  had  no  more  fits,  and 
having  been  kept  for  three  weeks  on  milk  diet,  she  went  out 
undelivered,  and  did  not  return. 

Case  IV. — M.  H. ,  1-para,  aged  nineteen,  admitted  28rd  Decem* 
ber,  1894,  and  was  deUvered,  after  nineteen  hours,  of  ja  living 
child.  Her  urine  was  highly  albuminous.  Next  morning  she  wap 
seized  with  a  violent  eclamptic  fit,  and  was  given  morphia  ^  gr. 
She  had  four  more  fits  before  3  p.m.,  when  she  got  another  J  grain 
of  morphia,  after  which  she  had  no  more  fits.  At  12  30  a.m.  her 
temperature  began  to  rise ;  at  2  a.m.  it  t^as  102°,  and  at  6  a.m. 
104''.  She  discharged  a  large  quantity  of  fcEtid  pus  through 
her  mouth  and  nose,  became  comatose,  and  died  at  8  30  a.m. 
Unfortunately  a,  po8t-7norteni  exa,minBXion  could  not  be  obtained. 

Case  V. — E.  L.,  admitted  Feb.  9,  1895.  Had  had  several 
convulsions,  was  comatose  on  admission,  and  died  two  hours 
after  undeUvered. 

Case  VI. — M.  B.,  aged  twenty-nine,  3-para,  admitted  October 
11, 1895.  Seven  months  pregnant ;  advanced  Bright 's  disease  ; 
had  had  severe  vomiting  for  past  five  months;  was  greatly 
emaciated ;  no  oedema  of  feet  or  legs ;  urine  dark-coloured, 
half  albumen,  contained  bile  pigment.  The  Uver  was  enlarged, 
and  the  breath  had  a  urinous  odour.  Convulsions  set  in  at 
5  p.m.  on  October  12.  She  was  given  a  hot  bath  and  ol. 
crotonis  1  gr.  She  had  another  fit  at  11  p.m.,  when  she  got 
i  grain  of  morphia.  She  became  comatose,  and  died  at  2  45 
the  next  morning  undelivered. 

Case  VII. — S.  M.,  aged  twenty-eight,  1-para.  On  admission 
(April  26,  1896)  her  feet  and  legs  were  very  oedematous ;  urine 
contained  a  large  quantity  of  albumen ;  was  given  mist,  sennae  co. 
JiL  At  12  25  a.m..  onthe  26th  shahadAn  eclamptic  fit,  and  w«b- 

R 
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given  \  grain  of  morphia.  She  had  four  fits  before  4  20,  when  tlie 
morphia  was  repeated.  She  had  two  fits  before  10  a.m.,  when 
she  got  a  third  dose  of  morphia,  \  grain.  After  this  she  had  no 
more  fits.  The  child  was  bom  alive  at  2  50  p.m.,  and  both  left 
the  hospital  on  the  seventh  day. 

Case  YIII. — E.  C,  aged  seventeen,  1-para,  admitted  May  26, 
1896.  Was  delivered  at  2  50  of  a  living  child,  after  a  natural 
labour  of  seven  hours.  Urine  scanty,  dark  coloured,  highly 
albuminous.  She  was  given  pulv.  jal.  co.  5!.,  with  calomel 
gr.  5.  At  6  45  a.m.  the  next  morning  she  had  an  eclamptic 
seizure,  and  was  given  morphia.  She  had  a  second  at  7  5,  after 
which  she  had  no  more,  and  made  a  good  recovery. 

Case  IX. — K.  W.,  aged  thirty-five,  5-para,  admitted  July  18, 
1896,  in  the  second  stage  of  labour.  Two  hours  after  admission 
had  an  eclamptic  seizure.  Forceps  were  applied,  and  a  dead  child 
was  extracted.  The  urine  was  examined,  and  found  to  contain 
blood  and  a  large  quantity  of  albumen.  She  made  a  good  re- 
covery. 

MORBIDITY. 

There  were  172  cases  in  which  the  temperature  rose  above 
100-8°  Y.—ue.,  1  in  23-2. 

There  were  2  cases  of  physometra,  the  result  of  ante- 
partum putrefaction,  one  of  which  died. 

Table  showing  number  of  Cases  with  rise  of  Temperature 

above  1008°  F. 


— 

Nov. 

Dec. 

Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sep. 

Oct. 

— 

^ 

1 

3 

4 

8 

8 

. 

6 

1 

5 

4 

3 

1893-4 

100-80  bat 

under 

5 

9 

4 

4 

3 

5 

1 

5 

5 

4 

1 

1 

1894-5 

102-20 

V 

1 

- 

3 

3 

4 

1 

4 

4 

1 

— 

2 

8 

1695-6 

r 

4 

8 

2 

^^ 

1 

1 

1 

2 

a. 

1 

5 

2 

1893-^ 

102-20  but 
under 

1 

2 

_ 

1 

4 

1 

• 

2 

— 

1 

. 

1 

1894-5 

1040 

1 

« 

1 

- 

8 

2 

4 

1 

— 

- 

- 

2 

2 

2 

- 

1895-6   : 

/• 

_ 

^ 

^ 

^ 

^ 

^ 

_ 

.» 

^ 

1 

1 

2 

1893-4 

1040  but 

1 

under 

1 

1 

8 

« 

— 

1 

mm 

1 

~ 

1 

1 

. 

1894-5 

1050 

V 

"• 

~ 

"" 

1 

" 

•~ 

1 

^ 

"~ 

~ 

— 

■• 

1895-6 
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Tables  showing  Months  of  Greatest  Morbidity. 


— 

Nov. 

Deo. 

Jan. 

Feb. 

Mar. 

Apr.  May  June  July  Aug. 

Sep. 

Oct. 

Total 

18d3-4 

5  ;     6 

1 

6 

3 

1 

4 

1 

8 

1 

7 

10 

7 

69 

1884-5 

7 

12 

7 

5 

7 

7 

1 

8 

5 

6 

2 

2 

69 

1895-6 

1       8 

1 

1 

5 

8 

5 

1 

5 

4 

3 

2 

4 

3 

44 

1 

1 

1 

13     21 

18 

16 

13 

12 

7 

20 

9 

15 

16 

12 

DEATHS. 


Name 

Admilted 

Delivered 

Died 

1    M.D. 

13  Nov. 

1893-1894 

Ur»niia 

15  Nov. 

20  Nov.  ^ 

2    E.C. 

20  Dec. 

29  Dec. 

5  Jan. 

Septicemia ;  child  putrid 

3    E.D. 

19  Feb. 

19  Feb. 

24  Feb. 

Chronic  Bright'a  disease 

4    M.E. 

18  Aug. 

18  Aug. 

19  Aag. 

Acute  septiceemia 

5    K.K. 

15  Aug. 

16  Aug. 

19  Aug. 

Hyperemesis 

6    E.  H. 

lOct. 

Not 

6  Oct. 

Threatened   abortion; 

7    J.  B. 

28  Oct. 

28  Oct. 

30  Oct. 

septicemia 
Ciesarean  section;    per- 
foration of  intestme ; 

1    A.O. 

1894-1895 

peritonitis 
Incomplete   abortion ; 

13  Dec. 

11  Deo. 

27  Dec. 

3    M.H. 

13  Dec. 

23  Deo. 

25  Dec. 

pyemia 
Eclampsia 

8    E.L. 

9  Feb. 

Not 

9  Feb. 

Nephritis 

4    C.H. 

24  Jane 

IJnly 

2  July 

Bright's  diMfme 

5    E.D. 

31  Aug. 

Not 

3  Sept. 

Morbus  cordis 

6    M.B. 

11  Oct. 

Not 

13  Oct. 

Bright*s  disease ;  uremia 

1    M.D. 

1895-1896 

Induced  labour ;  pyemia 

15  Feb. 

17  Feb. 

25  Feb. 
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From  the  foregoing  table  it  will  be  seen  that  of  the  14  deaths 
7  occurred  in  the  first,  6  in  the  second,  and  only  1  in  the 
third  year.  This  is,  so  far  as  I  know,  a  record  year  in  the 
annals  of  the  Lying-in  Hospital.  Of  these  deaths  6  were  due 
to  septicaemia,  6  to  kidney  diseases,  1  to  hyperemesis,  and  1  to 
morbus  cordis. 

The  six  septic  cases  were  as  follows  :— 

Case  I. — E.  C,  aged  thirty,  admitted  20th  Dec,  1893.  Labour 
set  in  on  the  27th,  and  waters  shortly  afterwards  escaped.  The 
labour  was  very  tedious  from  uterine  inertia.  On  the  20th  her 
temperature  rose  to  103*4^.  She  was  then  in  the  second  stage,  so 
forceps  were  applied  and  a  putrid  foetus  was  extracted.  During 
extraction  a  quantity  of  foetid  gas  escaped  from  the  uterus.  The 
placenta  was  adherent,  and  after  the  uterus  had  been  douched  out 
with  creolin  lotion  it  was  removed  manually.  Next  morning  her 
temperature  had  fallen  to  99^,  but  in  the  evening  it  rose  to  103*6^. 
The  uterus  was  again  douched  out  and  scraped  with  Rheinstadter^s 
curette  and  an  iodoform  pessary  placed  in  the  cavity.  She  died  of 
septicaemia  on  the  eighth  day. 

Case  II. — ^M.  K.,aged  twenty-seven,  1 -para,  admitted  18th  Aug., 
1894.  She  had  been  about  twenty  hours  in  labour  at  her  own  home, 
where  she  was  frequently  examined  and  her  vagina  twice  douched 
out.  She  had  a  severe  rigor,  and  her  temperature  rose  to  104°. 
She  was  then  sent  into  hospital.  On  admission  her  temperature 
had  fallen  to  99^  but  her  pulse  was  135.  She  was  immediately 
delivered  with  forceps  and  her  uterus  was  douched  with  creolin.  She 
died  at  6  30  in  the  morning,  nine  hours  after  admission.  The 
autopsy  revealed  nothing  abnormal,  but  the  case  was  evidently  one 
of  acute  septicaemia. 

Case  III. — ^E.  H.,  aged  twenty-seven ;  six  months  pregnant ;  had 
been  frequently  plugged  during  the  month  preyious  to  her  admission 
to  hospital,  for  profuse  and  recurrent  haemoiThages.  Her  case  has 
been  already  fully  reported  under  abortions. 

Case  IV. — J.  S.     Reported  under  Caesarean  Section. 

Case  V. — A.  C,  aged  twenty-eight,  13-para,  four  and  a  half 
months  pregnant.  Had  had  severe  haemorrhage  for  ten  days  before 
admission,  and  the  foetus,  she  told  us,  had  escaped  five  days  before. 
The  rest  of  the  ovum  was  expressed  soon  after  admission,  and  the 
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Qtenis  washed  oat.  Six  hours  later  she  had  a  severe  rigor,  and 
her  temperature  rose  to  104^.  Next  day,  her  temperature  con- 
tinuing high,  the  uterus  was  curetted  with  Rheinstadter's  flushing 
curette  and  drained  with  iodoform  gauze,  but  without  benefit,  and 
she  died  on  the  twentieth  day. 

Case  VI. — M.  D.,  aged  twenty-seven,  4-para,  admitted  7  Feb.. 
1895.  This  patient  had  been  delivered  on  three  previous  occasions 
with  great  difficulty,  owing  to  pelvic  deformity.  The  pelvis, 
measured  with  Skutsche's  pelvimeter,  showed  a  true  conjugate 
of  3  inches,  and  transverse  4|  inches.  Premature  labour  was 
induced  without  any  difficulty  by  Kranse's  method,  but  on  the 
following  day  her  temperature  rose  to  102 '4^.  She  was  douched 
out  with  creolin  lotion.  On  the  5  th  day  she  had  a  rigor  followed 
by  profuse  sweating.  She  was  douched  again  and  curetted  with 
Bheinstadter*8  curette.  During  the  night  she  became  wildly 
maniacal  and  died  on  the  7th  day. 

The  other  fatal  cases  were  as  follows : — 

M.  D.,  aged  twenty-four,  2-para,  admitted  November  13,  1893. 
Had  been  seriously  ill  for  three  weeks  previously  with  general 
anasarca.  On  admission  she  was  semi-conscious,  and  so  helpless 
that  she  could  not  walk,  passed  urine  and  faeces  under  her,  and  the 
day  after  had  severe  haemorrhage  from  the  bowels.  No  vaginal 
examination  was  made  at  any  time  during  her  stay  in  hospital. 
On  November  15  she  was  delivered  naturally  of  a  macerated  foetus. 
On  the  third  day  her  temperature  suddenly  rose  to  103^,  but  sank 
in  twelve  hours  to  normal  and  did  not  rise  again.  She  died  of 
uraemia  on  the  6th  day. 

E.  D.,  admitted  February  19,  1894,  1-para.  Had  suffered 
for  a  long  time  from  chronic  Bright's  disease.  On  admission 
she  was  hemiplegic  and  aphasic,  and  had  been  so  for  three 
months.  She  had  also  a  violent  cough  and  dulness  on  percussion, 
with  bronchial  breathing  over  the  right  lung.  Her  urine  was  loaded 
with  albumen.  Delivered  the  same  day,  by  the  natural  efforts,  of 
a  living  child.     She  died  on  the  5th  day. 

£.  L.,  admitted  February  9,  and  M.  W.,  admitted  Dec.  23, 
1894.     Have  been  detailed  under  eclampsia. . 

C.  H.,  M.  B.,  and  K.  K.  have  been  reported  under  hyperemosis. 

£.  D.,  aged  thirty-six,  admitted  August  81,  1895,  with  aortic 
▼alve  disease,  from  which  she  died  on  the  Srd  of  September.  She 
happened  to  be  three  months  pregnant. 
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Dr.  F.  W.  Kidd  said  he  was  sure  that  the  thanks  of  the  Section 
were  due  to  Dr.  Smylj  and  his  collaborators,  Drs.  Wilson  and 
Jelletty  for  the  Report.  He  thought  that  such  results  were  not 
likely  to  be  eclipsed  for  a  considerable  time.  He  expressed 
surprise  at  the  number  of  cases  under  the  heading  of  accidental 
hemorrhage.  In  184  cases  of  abortion,  50  were  curetted,  which 
seemed  to  be  a  very  large  proportion.  He  congratulated  Dr. 
Smjly  on  there  being  no  death  from  placenta  pt*8svia.  He  thought 
that  severe  post-partum  haemorrhage,  not  arising  from  the  situation 
of  the  placenta  at  all,  often  occurred,  and  that  its  origin  was  often 
overlooked.  He  thought  that  the  case  in  which  there  was  found  a 
double  uterus  after  removal  of  the  uterus,  and  the  subsequent 
recovery  of  this  patient,  was  very  remarkable. 
.  Dr.  Knott  asked  how  Dr.  Smyly  had  prepared  tlie  saline  solu- 
tion used  for  transfusing. 

Dr.  Tweedy  congratulated  Dr.  Smyly  on  his  results.  He 
observed  that  a  great  many  of  the  deaths  were  iu  women  brought 
into  the  hospital  with  death  symptoms  already  marked.  Three  of 
the  five  septic  cases  had  evidently  become  septic  outside,  and 
nothing  could  have  saved  them.  The  cases  of  eclampsia  seemed  to 
have  been  very  severe.  The  giving  of  morphia  in  eclampsia  was 
nn  interesting  point.  Some  observers  say  that  its  administration 
kills  the  child,  but  in  case  No.  7  of  Dr.  Smyly's  the  child  was 
alive,  although  the  mother  got  more  morphia  than  any  other  case. 
He  (Dr.  Tweedy)  said  that  morphia  could  not  kill  the  child,  but 
killed  by  acting  on  the  respiratory  centre.  He  noticed  that 
laminaria  tents  had  been  used  in  one  of  the  cases  of  death  after 
abortion.  Did  thorough  plugging  of  the  vagina  not  dilate  the 
cervix  properly  in  this  case  ? 

Dr.  Lane  congratulated  Dr.  Smyly  on  the  results  of  the  three 
years.  He  could  not  quite  agree  with  Dr.  Kidd  in  saying  that 
the  deaths  from  accidental  haemorrhage  were  above  the  average. 

Dr.  Glenn  added  his  hearty  congratulations  to  Dr.  Smyly  on 
the  distinctly  great  improvement  from  former  years,  culminating 
in  the  wonderfully  low  death-rate.  In  reference  to  curetting  in 
abortions  he  regarded  that  as  dbtinctly  an  evolution.  He  thought 
that  the  use  of  the  sharp  curette  in  the  treatment  of  abortions  was, 
in  skilled  hands,  quite  safe,  while  for  those  not  so  self-confident 
the  use  of  the  blunt  instrument  was  good  practice.  Dr.  Smyly's 
three  fatal  cases  of  incomplete  abortion  would  have  died  whether 
curetted  or  not.     He  thought  that  a  serious  omission  in  reference 
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to  forceps  cases  had  been  made  in  the  Report — ^viz.,  there  was  no 
record  of  mortality  in  regard  to  the  children.  He  thought  that  a 
record  of  these  deaths  shoald  also  be  kept,  as  it  would  be  of  great 
interest  to  future  generations. 

Dr.  Doyle  considered  eclampsia  a  form  of  ursemic  convulsions. 
He  had  not  had  experience  in  the  treatment  of  eclampsia  with 
morphia,  but  had  found  chloral  very  useful.  He  thought  that  the 
condition  of  the  kidneys  should  be  found  out  at  the  time  of  the 
eclampsic  convulsions.  He  concluded  by  congratulating  Dr. 
Smyly  on  his  i*esults. 

Db.  Shyly,  in  reply,  thanked  the  members  for  their  kindly 
criticism.  In  compiling  a  Report  of  this  kind  accuracy  was  of  the 
first  importance,  and  this  lie  believed  was  secured  by  the  system 
employed  in  the  Rotunda.  He  believed  that  if  the  suggestions 
made  by  Dr.  Glenn  were  adopted  by  future  reporters  they  would 
add  to  the  value  of  future  Reports.  He  would  himself  suggest  that 
in  addition  to  noting  the  total  number  of  cases  in  which  the  tern* 
peratnre  rose  above  100*8°,  it  would  be  important  to  record  the 
number  of  cases  in  wliich  the  patients  were  really  ill,  and  those  in 
which  it  rose  on  one  occasion  only.  He  agreed  with  Dr.  Tweedy 
that  one  could  not  judge  of  the  results  of  treatment  from  a  small 
number  of  cases,  and  that  even  large  numbers  would  give  an 
erroneous  view,  as  owing  to  the  rule  of  the  hospital  admitting  all 
cases  when  in  labour,  a  large  number  were  admitted  in  a  condition 
in  which  treatment  came  too  late.  This  was  especially  evident  in 
the  cases  of  eclampsia  and  septicaemia.  Of  the  three  deaths  noted 
under  the  former  heading,  one  was  in  a  dying  condition  when 
admitted,  and  he  did  not  believe  that  the  other  two  could  possibly 
have  been  saved,  certainly  not  by  chloroform. 
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During  the  twelve  months  comprised  in  this  Report  1,825 
women  were  admitted  to  the  maternity  department,  1,448 
were  confined,  377  were  discharged  not  in  labour,  and  2  died. 


Table  No.  L- 

-^Admissiaru  to  Maternity  Depcafment^  1896-7. 

— 

Nov. 

Dec. 

Jan. 

Feb. 

Mar. 

April  Maj  Jane 

Jal7 

1 
Aag.'  Sep. 

Oct.     Total 

Total  namber  of 
Deliveries 

Abortions    - 

Total  cases  treated 

Patients  admitted, 
bat     discharged 
not  in  Labour   - 

Total  Admissions 

119 
6 

••■ 

34 

120 
6 

•  •• 

29 

108 
2 

•  •• 

31 
141 

108 

4 

•  •* 

24 

186 

86 
7 

•  •• 

40 
133 

129 
7 

30 

106 
3 

•*• 

24 

118 
5 

•■• 

32 
155 

189 
7 

... 

41 

187 

119 
5 

•  •• 

86 
160 

113 
5 

•■• 

25 
143 

121 

i 

5 

••• 

31 

1,386 
62 

1,448 
877 

159 

155 

166 

133 

157 

1,885 

We  have  included  in  this  table  all  who  have  been  admitted 
to  the  maternity  wards,  a  number  of  whom  were  detained  in 
the  hospital  for  varying  periods,  and  discharged  as  they  were 
not  then  in  labour. 

Table  No.  II. — Dispensary  for  Outdoor  Patients, 


Number  of 
First  Attendancea 

Number  of 
Repeated  Attendancea 

4,655 

5,585 
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Table  No.  III. — Showing  Number  and  Nature  of  Cages  Treated  in 

the  Extern  Maternity y  1896-97. 


Total  number  of  coses 
Abortions    - 
Curetting  for  abortion 
Accidental  hssmorrhage 
Placenta  prteTia 

Fost-partnm  hsBmorrhagi 
Atonic 
Traumatic 

Adherent  placenta  - 

Breech 

Footlings     • 

Brow 

Face 

Transverse  • 

Shoulder 

Twins — 

Male  9 

Female  -  7 

Male  and  Female      3 

Triplets— 

F.  F.  M.  ) 

F.  F.  M.  {       " 
Forceps       .  -  - 

Prolapse  of  cord 
Version        -  -  - 


2,007 

267 

69 

3 

8 

12 
8 

19 
49 
5 
1 
3 
5 
2 


19 


37 
5 

7 


Inversion  of  uterus 

Occipito-posterior  - 

Moles — 
Vesicular 
Garneous 

Hydrocephalus  and   spina 
bifida        .  .  . 

Hydramnios 

Mania  acuta 

Rupture  of  uterus  and  de- 
capitation 

Imperforate  anus    - 

Hour-glass  contraction 

Children  dead — 

Recent  -         47 

Macerated  -         11 

Putrid  -  3 

Premature         -         12 
Non-viable         •         31 


Mortality — 
Pneumonia 
Placenta  previa 
Inversion  of  uterus 
Pulmonary  embolus 
Cardiac  disease 


1 
22 

1 
5 

2 
1 
2 

1 
2 
1 
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ACCOUNT  OF  DEATHS  IN  EXTERN    MATERNITY. 

Case  I. — E.  B.,  aged  twenty-six,  d-para.  Delivered  Novem- 
ber 7th,  1896.  Normal  labour ;  had  normal  puerperium  till 
seventh  day,  when  it  was  found  on  visiting  her  that  her  pulse 
was  160,  and  temperature  104*2°  F.,  with  foul  lochia.  She  was 
douched  and  given  strychnin  and  digitalis,  with  whisky  Jxii. 
Under  this  treatment  she  improved  gradually  till  November  19th, 
when  acute  croupous  pneumonia  supervened,  and  she  died  on 
November  21st,  being  the  fourteenth  day. 

Case  II. — ^M.  S.,  aged  thirty-four,  8-para.  Delivered  July 
31st,  1897.  Placenta  prsevia  laterahs.  When  first  seen  she 
was  collapsed  from  haemorrhage,  and  still  bleeding ;  os  two  and 
a  half  inches  in  diameter,  vertex  presentation,  membranes  un- 
mptured.  As  the  patient  was  in  labour,  the  membranes  were 
ruptured ;  the  haemorrhage  however  continued,  and  accordingly 
internal  version  was  performed  and  a  foot  brought  down ; 
haemorrhage  then  ceased.     Patient  delivered  herself  of  a  living 
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child.  As  collapse  continued  a  whisky  enema  was  given  and 
also  whisky  by  the  mouth ;  she,  however,  sank  and  died  half 
an  hour  after  delivery. 

Case  III. — J .  S . ,  aged  thirty-eight,  4-para.  Delivered  Septem- 
ber 22nd,  1897.  Five  months*  miscarriage.  No  interference.  An 
aortic  systolic  murmur  was  diagnosed  at'  time  of  confinement. 
Patient  was  seen  by  a  student  on  the  tenth  day,  who  reported 
her  quite  well ;  on  the  twelfth  day  she  suddenly  got  seriously 
ill,  and  sent  for  dispensary  doctor,  but  died  before  his  arrival. 

Case  IV. — M.  G.,  aged  forty,  8-para.  Delivered  September 
24th,  1897.  Breech  presentation — was  attended  by  a  student ; 
third  stage,  1  hour  and  20  minutes.  Patient  died  fifteen  hours 
later ;  post-mortem  examination  revealed  a  complete  inversion  of 
the  uterus. 

Case  V. — M.  T.,  aged  twenty-two,  1-para.  Delivered  October 
11th,  1897,  by  forceps  on  account  of  prolonged  second  stage. 
She  was  seen  two  days  before  delivery,  when  she  had  a  tempera- 
ture 103°  F.,  pulse  120,  respirations  36,  with  acute  bronchitis 
and  signs  of  phthisis.  Temperature  remained  high,  and  on  the 
evening  of  fifth  day  she  suddenly  developed  puerperal  mania ; 
after  administration  of  ^  grain  morphin  hypodermically  she 
passed  a  quiet  night.  She  had  a  second  maniacal  attack  next 
day,  which,  however,  soon  passed  off  and  did  not  reciu*.  All 
her  symptoms  improved  rapidly  till  the  ninth  day,  when  her 
condition  was  normal,  and  continued  so  until  five  days  later, 
when,  while  sitting  up  in  bed,  she  suddenly  fell  dead.  Pul- 
monary embolus. 

INTERESTING  CASES  IN  EXTERN  MATERNITY. 

Case  I. — M.  M.,  aged  thirty-five,  4-para.  DeHvered  Novem- 
ber 6,  1896.  Nine  hours  in  labour  ;  triplets — all  vertex — two 
females  and  one  male,  all  alive ;  one  placenta. 

Case  II. — M.  D.,  aged  thirty-eight,  8-para.  Delivered  Novem- 
ber 17th,  1896.  Four  hours  in  labour ;  triplets— vertex,  breech 
and  vertex — two  females  and  one  male,  all  alive ;  one  placenta, 
very  large ;  three  saes — the  second  and  third  having  to  be 
ruptured.     Patient  received  the  Queen's  Bounty. 

Case  III,—- M.  C,  aged  thirty-one,  3-para.  Delivered 
November  26th,  1896.     Transverse  presentation,  7^  months' 
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pregnancy.  There  was  slight  ante-partum  haemorrhage.  Eight 
shoulder  and  hand  presented.  Patient  in  strong  labour,  and 
in  severe  pain,  the  shoulder  being  fixed  at  the  pubes ;  the 
trunk,  limbs,  shoulders,  and  head  were  expelled  in  succession. 
Child  dead. 

Case  IV. — M.  D.,  aged  thirty,  7-para.  Delivered  April  6th, 
1897.  Neglected  shoulder  presentation,  complicated  with 
rupture  of  uterus.  Full  time  pregnancy.  Decapitation.  Patient, 
who  was  of  very  intemperate  habits,  complained  of  having 
received  a  severe  kick  on  the  lower  part  of  the  abdomen  on 
evening  of  April  4th ;  during  the  following  two  days  she  sent 
on  three  occasions  to  the  hospital,  but  not  until  the  third  occa- 
sion would  she  allow  of  any  examination  whatsoever.  She  had 
then  been  in  strong  labour  for  five  and  a  half  hours,  with  severe 
pain  in  the  hypogastrium  ;  a  hand  was  seen  protruding  from  the 
vulva,  the  membranes  being  intact.  The  extern  maternity 
assistant,  Dr.  Lyle,  was  sent  for,  and,  on  arrival  (the  membranes 
having  in  the  meantime  ruptured)  examined  the  patient  under 
an  anaesthetic,  and,  finding  the  shoulder  well  down  in  the  pelvis 
with  the  uterus  tightly  contracted  down  on  the  child,  refrained 
from  any  interference,  but  sent  for  Dr.  Wilson,  the  Assistant- 
Master  on  duty. 

The  child  was  lying  in  an  oblique  position,  dorso- anterior, 
with  head  to  right ;  the  left  shoiQder  was  firmly  fixed  in  the 
pelvis,  with  corresponding  hand  and  forearm  protruding  at  the 
vulva  ;  all  the  ribs  of  left  side  were  easily  felt  bulging  down  into 
vagina.  On  passing  hand  into  uterus  that  organ  was  found 
ruptured  on  right  side  ;  the  greater  part  of  head,  however,  was 
held  within  the  uterus  by  the  impaction  of  the  shoulder ;  the 
intestines  could  be  felt  with  the  tips  of  the  fingers  ;  the  umbilical 
cord  was  flaccid  and  pulseless. 

Decapitation  was  performed  with  Braun's  blunt  hook ;  after 
which  the  body  of  the  child  was  easily  delivered  by  traction  on 
the  arm,  and  the  head  by  pressure  on  the  fundus,  with  the.  left 
hand  guiding  it,  in  order  to  protect  maternal  soft  parts. 

The  placenta  was  removed  manually. 

The  rent  in  the  uterine  wall  was  about  three  inches  in  length, 
situated  in  lower  segment  to  the  right  and  posterior ;  a  thick 
plug  of  iodoform  gauze  was  passed  through  the  rent  into  the 
peritoneal  cavity,  for  the  purpose  both  of  drainage  and  to  keep 
the  intestines  out  of  the  wound,  the  lower  end  of  the  gauze 
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being  in  the  vagina.  A  hypodermic  of  ergotinin  was  given,  and 
the  patient,  on  account  of  destitution,  was  removed  to  the 
hospital.  She  made  an  uninterrupted  recovery,  the  gauze  was 
removed  in  twenty-four  hours ;  her  temperature  never  exceeded. 
99'2°  F.,  and  she  was  discharged  well  on  the  22nd  of  April. 

We  consider  that  rupture  of  the  uterus  often  takes  place 
without  any  of  the  alarming  symptoms  which  are  recorded 
in  the  text-books,  and  frequently  is  diagnosed  only  when 
the  fingers  are  passed  into  the  uterus  to  remove  the 
placenta,  or  with  some  other  object. 

The  treatment  adopted  in  this  case  appears  to  be  most 
satisfactory  in  cases  of  uterine  ruptui'e  uncomplicated  by 
severe  haemorrhage,  or  the  laceration  of  any  other  viscus. 


Table  No.  IV. 
Cases  treated  in  Intern  Maternity  during  the  Year  1896-97. 


Total  number  of  oases 

1,448 

'  Version 

8 

Primiparsa 

519 

!  Perforation  and  craniotomy 

2 

Abortions 

62 

Eclampsia  • 

1 

Pelvic  presentations 

54 

Insanity— Mania    - 

4 

Shoulder  and  upper  extre- 

Melancholia 

1 

mities 

2 

Phlebitis     - 

1 

Face 

S 

Rupture  of  uterus  • 

1 

Brow 

1 

Myxoma  chorii 

1 

Uydramnios 

4 

Intra-uterine    fracture    of 

Oocipito-poeterior 

27 

forearm    - 

1 

Twins- 

Rupture    of     cervix    and 

Male       -            -           6 

vagina      ... 

4 

Female  -           -          6 

Laceration  of  perineum     - 

230 

Male  and  Female        10 

Meningocele 

2 

22 

Children  died  in  hospital    - 

39 

Prolapse  of  funis 

8 

bom  dead — 

Placenta  prsBvia 

4 

Recent          21 

AocidentiJ  hiBmorrhage 

8 

Macerated    19 

Post-partum  hiemorrhage  • 

12 

Premature    23 

Adherent  and  retained  pla- 

Putrid             2 

centiB  (removed  manually) 

17 

Non-viable    13 

Myoma 

3 

78 

Deformed  pelvis     • 

4 

Morbidity    -            •            . 

78 

Induction    of     premature 

Mortality — 

labour 

3 

Rupture  of  uterus        1 

Forceps 

56 

Septic  endometritis      1 

2 
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Table  No.  Y.—Deatfts. 


Haxk 


Admitted    I    DeliT«red 


Died 


CauM  of  Death 


I 
A,  M*D.     Dec.  23/96 

L.  D.        I  Feb.  8.  '97 


Deo.  28 
Feb.  8 


Dec.  81 
Feb.  21 


Bnpture    of    ntems    and 

bladder.   Craniotomy. 
Septic  endometritiik 


We  regret  to  have  to  record  two  deaths,  both  of  which 
we  ascribe  to  puerperal  causea 

Case  I. — For  account  of  death  of  A.  M^D.,  see  under  heading 
Perforation  and  Craniotomy,  page  272. 

Case  II. — L.  D.,  aged  twenty-eight,  2-para.  Admitted,  7th 
February,  1897.  Patient  suffering  from  tertiary  syphilis,  ulcers 
on  both  legs,  with  extensive  sloughing  ulceration  of  labia  majora. 
Scrupulous  cleanliness  was  observed,  as  far  as  possible,  previous  to 
delivery.  No  vaginal  examinations  were  made.  Delivered  next 
day.  Eighteen  hours  in  labour,  child  stillborn ;  third  stage  35 
minutes,  placenta  and  membranes  came  away  entire.  The  vulva 
was  dusted  with  iodoform.  On  the  morning  of  the  second  day  her 
temperature  rose  to  101"^  F.  The  lochia  was  slightly  foetid,  a  vaginal 
(louche  was  given,  but  the  evening  temperature  was  102'6®  F. ;  the 
uterus  was  douched,  but  nothing  abnormal  was  noticed.  I^.  Quin. 
sulph.  gr.  v.,  every  fourth  hour.  After  this  the  temperature  fell 
for  three  days.  On  the  sixth  morning  the  temperature  rose  to 
103^  F.,  and  pulse  to  115,  and  in  the  evening  to  105^  F.,  pulse  120. 
Tlie  uterus  was  curetted  with  Rheinstadter*s  spoon,  but  very  little 
came  away  ;  the  lower  part  of  the  vagina  was  of  a  greyish  colour, 
covered  with  a  large  puerperal  ulcer,  which  was  dusted  with  iodo- 
form. The  temperature  dropped  two  degrees  for  48  hours,  but 
then  rose  and  fluctuated  between  103°  F.  and  105°  F. ;  the  pulse 
varied  from  115  to  146,  until  the  time  of  her  death. 

All  through  the  lochia  were  scanty,  except  when  the  uterus  was 
douched,  which  was  done  daily.  Patient  was  on  from  ^viij.  to  ^xx. 
whisky  daily,  but  it  had  little  or  no  effect  on  the  pulse-rate.  She 
became  exhausted  and  died  on  the  13  th  day. 

Post-mortem  examination  showed  the  uterus  slightly  enlarged, 
and  covered  by  a  grey,  sloughing  membrane,  which  extended  into 
the  vagina.    Other  organs  healthy. 
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From  the  post-mortem  examination  of  this  case  we  think 
that,  in  addition  to  curetting  and  douching,  it  might  have 
been  beneficial  had  the  uterus  been  plugged  with  iodoform 
gauze,  as  recommended  by  Diihrssen. 

Table  No.  VL-^Morbidit^. 


Tempentore 

Nov. 

Dec  Jab. 

1 

Fcbu 

Mar. 

April  Haj  June  July  Aug. 

1 

Sept. 

Oct. 

1 
Total. 

100-8<=»F.  and  under 

7 

I 

8 

6 

1 

3 

8 

1 

9 

2 

3 

9 

1 
52 

102-20  F.  and  under 
104°  F. 

2 

8 

0 

3 

1 

1 

1 

— 

1 

3 

8 

4 

22 

104°  F.  and  under 
106°  F. 

1 

— 

— 

— 

— 

1 

106°  F.  and  over. 

— 

— 

1 

1 

— 

— 

—       2     — 

3 

Total     monthly 
morbidity 

10 

4 

8 

9 

2 

4 

4 

1 

10 

6 

8 

13 

78 

There  were,  during  the  twelve  months,  78  cases  in  which 
the  temperature  rose  on  one  or  more  occasions  to  100*8°  F.  or 
over.  Four  of  these  followed  macerated  foetus,  5  were  due 
to  puerperal  ulcer,  3  to  mastitis,  2  to  syphilitic  sores,  1  to 
pneumonia,  2  to  puerperal  mania,  and  1  to  advanced  phthisis. 
There  were  only  15  cases  in  which  it  was  considered  necessary 
to  administer  a  uterine  douche ;  for  the  remainder  an  aperient 
or  a  simple  vaginal  douche  of  creolin  proved  sufficient. 


FACE   AND  BROW  PRESENTATIONS. 

All  the  face  presentations  terminated  naturally.  There 
was  one  brow  presentation  in  the  extern  maternity  which 
terminated   as  a  face,   on   the   forehead   of    which  there 
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was  a  small  caput.  There  was  also  one  brow  presentation 
in  the  intern  maternity ;  it  was  a  seven  and  a  half  months' 
pregnancy,  and  was  delivered  by  forceps  on  account  of  delay 
in  the  second  stage.     It  was  born  as  a  vertex. 

Table  No.  VIL — Application  of  Forceps. 


I.-para. 

IL-para. 

IV.-para. 

49 
4 

1 

V.-para. 
Vll.-para. 

1 

1 
1 

Sub-table  kr^Indicaiiona  for  Application. 


Delay  in  2nd  stage  over  four  hours* 
Uterine  inertia 
Prolapse  of  cord 
Brow  .  -  - 

Twins — uterine  inertia,  1st  child 
Threatened  death  of  fcetus 
Acute  mania 
Threatened  rupture  of  uterus 


*  There  were  four  ocdplto-poMerlor  positions. 


Sub-table  B. 
Ages  of  Primiparce, 


Sub^able  C. 
Besidt  to  Child. 


17-26   - 

20 

26-30   - 

20 

31-86   - 

4 

36-45   - 

• 

6 

The  percentage  application  of  forceps  in  the  extern 
maternity  was  2*12  per  cent.,  and  in  the  intern  4*04  per 
cent.  This  great  diflerence  is  most  probably  due  to  the 
fact  that  the  proportion  of  primiparae  to  multiparse  is  far 
greater  in  the  intern  maternity  than  in  the  extern. 

Forceps  were  applied  in  cases  of  delay  of  four  hours  in 
the  second  stage,  with  material  benefit  to  the  mother,  and 
greater  safety  to  the  child;  and  we  consider  that  the 
results  obtained — more  particularly  as  regards  the  life  of 
the  child — amply  justify  us  in  not  delaying  longer. 
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PERFORATION  AND  CRANIOTOMY. 

Perforation  and  craniotomy  were  performed  in  two  eases^ 

Case  I. — A.  M*D.,  6-para,  admitted  December  23rd,  1896l 
Her  first  four  children  were  bom  dead  at  full  term  ;  fifth  was  a 
footling  presentation,  and  the  head  was  delivered  with  extreme 
difficulty,  the  child  being  ahve.  On  27th  December,  at  8  o'clock 
p.m.,  she  came  into  labour,  and  at  11  o'clock  the  os  was  almost 
fully  dilated,  with  the  head  above  the  brim.  She  had  good  pains 
all  night,  but  her  symptoms  gave  no  cause  for  anxiety  till  next 
afternoon,  when  her  pulse  began  to  rise,  the  temperature  re- 
maining normal,  and  the  head  still  above  the  brim. 

At  3  p.m.,  she  suddenly  became  very  collapsed,  her  tempera- 
ture fell,  her  pulse  became  rapid  and  feeble,  and  it  was  thought 
advisable  to  deliver  at  once.  The  foetal  heart  could  not  be 
heard.  Craniotomy  was  performed,  and  the  child  extracted 
easily.  During  the  evening  her  pulse  became  very  rapid  and 
intermittent — 140  to  160.  The  lochia  were  normal  in  amount. 
The  collapse  continued,  and  she  died  on  December  31st,  1896. 

Post-mortem  examination  showed  a  considerable  amoimt  of 
hsBmorrhage  into  the  abdominal  cavity,  and  a  large  hsBmatoma 
the  size  of  a  cocoa-nut  in  the  left  broad  ligament.  There  was 
a  large  laceration,  several  inches  in  length,  running  transversely 
across  the  fundus  of  the  bladder ;  and  a  second  circular  con- 
tused laceration  extending  from  the  lower  part  of  the  posterior 
wall  of  the  bladder  into  the  lower  uterine  segment.  This 
second  laceration  was  most  probably  caused  by  the  parts 
becoming  nipped  between  the  descending  head,  and  an  osseous 
projection  on  the  posterior  aspect  of  the  symphysis.  This 
projection  was  about  the  size  of  a  hazel-nut  and  materially 
narrowed  the  true  conjugate. 

Case.  II. — M.  F.,  aged  forty,  8-para.  Admitted  March  2nd, 
1897,  from  extern  maternity  in  strong  labour  for  many  hours 
previously.  The  os  was  three-fifths  dilated  ;  head  not  engaged ; 
abdomen  very  prominent,  and  child  dead.  Craniotomy  was 
performed  with  Auvard's  instrument.  Extraction  was  easy,  and 
convalescence  normal. 

INDUCTION  OF  PREMATURE  LABOUR. 

Premature  labour  was  induced  in  three  cases — twice  for 
contracted  pelvis,  and  once  for  cardiac  disease.     In  all 
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three  cases  Krauze's  method,  the  introduction  of  bougies, 
was  used.  It  was  successful  in  two  cases,  but  in  the  third, 
that  of  cardiac  disease,  the  bougies  failed  to  bring  on 
labour,  although  inserted  twice. 

Ten  laminaria  tents  were  then  placed  in  the  cervix,  but, 
as  they  also  failed  to  bring  on  labour,  bi-polar  version  was 
performed,  and  a  leg  brought  down.  The  child  was  born 
alive,  but  died  in  thirty  minutes.  The  other  children  went 
out  well.     In  every  case  convalescence  was  normal. 

Table  No.  VIII. — Prolapse  of  Funis. 


Name 


Trefttment 


I 


Rfsnltto 

Child 


Fresentotion 


Period  of 
I'regnancj 


Remarks 


M.B. 
J.K 

A.B. 

E.  8. 
B.W. 

N.8. 

T.S. 
T.F. 


Yersion 

• 

Alive 

Version 

• 

Alive 

Forceps 

• 

Alive 

Forceps 

• 

Alive 

Left  to  natare 

Alive* 

Bi-polar  podalic 
version 

Dead 

Left  to  nature 

Dead 

Traction 
finger 

with 

Alive 

Vertex 

Vertex 

Vertex 
Vertex 

? 
Transverse 


Breech 


Full  time 

Full  time 

Full  time 
FnU  time 
6th  month 
6th  month 

5th  month 
8th  month 


Asphyxia  pallida. 
Bchnltzed  sac- 
cessfnlly. 

Os  nearly  fully  di- 
lated. Reposition 
failed. 

Membranes  rap* 
tared  some  time. 

Os  fully  dilated. 

Placenta   previa 

lateralis. 
Reposition  failed. 

Os    admitted     S 

fingers. 


First  of  twins 


*  Died  a  few  minaiea  after. 


ACCIDENTAL   HEMORRHAGE, 

There  were  8  cases  of  accidental  haemorrhage  admitted. 
In  four  of  these,  as  the  patient  was  in  strong  labour  and  the 
first  stage  well  advanced,  rupture  of  the  membranes  was 
found  to  be  sufficient  treatment.  In  three  cases,  however, 
the  hsemorrhage  was  so  severe  that  the  vagina  had  to  be 
plugged  with  boiled  cotton-wool — after  the  usual  aseptic 
precautions  had  been  taken — and  a  tight  abdominal  binder 
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with  perineal  band  applied,  to  check  the  haemorrhage  and 
bring  on  labour. 

.  In  every  case  the  mother  made  an  uninterrupted  recovery ; 
but  in  those  cases  in  which  plugging  had  been  performed 
the  children  were  still-born.  In  these  cases  the  haemorrhage 
was  so  severe  that  in  all  probability  the  placenta  had  been 
completely  detached.  One  patient  only  had  a  tempei'ature 
of  or  above  100*8°  F.,  and  this,  which  she  had  on  admission, 
fell  the  second  day,  and  the  puerperium  continued  uneventful. 

From  our  experience  of  the  treatment  of  accidental 
haemorrhage,  where  the  bleeding  is  severe  and  labour  pains 
are  absent,  we  are  convinced  that  the  firm  application  of  the 
vaginal  plug,  combined  with  the  use  of  a  tight  and  carefully 
applied  abdominal  binder,  with  perineal  band,  is  the  only 
treatment  that  we  can  recommend  with  anv  confidence. 


Table  No.  IX. — Accidental  Hcemorrhage. 


t 

NaiD« 

Treatment 

Period  of 
Pregnane/ 

Bi>«ultto 
,     Child 

Remarks 

ff 

1 

1 

M.M*G. 

Left  to  nature 

1 
8th  month 

A. 

Was  in  strong  labour;  hemor-  i 

1 

1 

rhage  not  severe. 

i 

1 

M.C.     . 

Vaginal    plug 
and  binder 

8th  month 

1 

D. 

Breech  presentation*                ' 

1 

M.L,     . 

Membranes 
ruptured 

8th  month 

A. 

Hiemorrhage     considerable ; 
OS  ]  dilated;    labour  pro- 

1 

ceeded  rapidly  after  rupture 

1 

of  membranes. 

* 

1 

N.  E.     . 

1 

Vaginal    plug 
and  binder 

7th  month 

D. 

High  temperature  on  admis- 
sion ;  plug  left  4  hours,  and 
on  removal  child  at  onoe 
expelled  by  strong  pains  ; 
good  recovery. 

:    Mm  Xl.        • 

Membranes 

8th  month 

A. 

Footling;  os  }  dilated;  hy- 

ruptured 

dramnios ;  good  pains. 

M.  A.  F. 

Vaginal    plug  \  9th  month 

D. 

Strong    labour  in  5  hours ; 

■ 

and  binder 

• 

plug  removed;  child,  pla- 
centa, and  large  amount  of 
clot  came  away. 

K.  T.     . 

Membranes 

ruptured 
Membranes 

7th  month 

A, 

Os  fully  dilated  on  admission. 

E.  K.     . 

9th  month 

A. 

Admitted  in  2nd  stage ;  deli- 

ruptured   . 

very  rapid.    • 

• 

Name 

A.M*A. 

K.  3. 

KG. 

AL  8. 

'L.  G. 
T.  Y. 
M.M. 

CD. 
B.C. 

A.  L. 

B.  B. 
A.  M. 
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-Table  No.  X. — Poat-pavtum  llasmon^lioge. 

Variety  Cause 


Atonio 
Do. 
Do. 


Do. 
Do. 
Do. 

Do. 
Do. 
Do. 
Do. 
Do. 


Treatment 


Remarks 


Retained  placenta 
Adherent  placenta 


Mannal  removal  ,  Twins 


I 


Retained  membranea 


Do. 

Retained    cotyledon 
of  placenta 


Retained  membranes 

Protracted    labour  ; 

forceps 
Retained  membranes 

Adherent  placenta 

Twins 


Do. 

Expression  of 
placenta  and 
hypodermic  of 
ergot 

Manaal  removal 


Do. 
Do. 

U  terns  douched 
and  plugged 
with  iodoform 
gauze 

Manual  removal 

Hot      uterine 

douche 
Manual  removal 

Do. 

Hot  vaginal 
douche  and 
ergot 


Uninterrupted 
recovery 
Do. 


Temperature 
ro^e  slightly 
on  2nd  day 

Uninterrupted 

Recovery  . 

Do. 

■ 

Do, 


Do. 
Do. 

I 

Do. 
Do. 
Do. 





Name 


Table  No.  XI. — Placenta  Pnvvia: 


Vsriety        { 


K.M'C.1  Lateralis 


Result 
ro  Child 


D. 


Sj,  T.     ■  Marginalls  |    D. 


D.D. 


T.  D. 


Centralis 


Lateralis 


D. 


I 

Pre^enta- 1  .    Period  of 
tlua  Pregnancy 


Vertex  *  84  months 
Vertex  8th  month 
Vertex     8th  month 


D.       Vertex 


8th  month 


Treatment  and  Remarks 


Bi-polar  version,  and  foot 
brought  down 
Do.    Do.,    cpnsiderable 
hemorrhage  into  sac 

External  version.plaoenta 
perforated, « An4  -foot 
brought  down 

Version,  and  foot  brought 
down,  delivered  herself 
in  two  hours.  High 
temperature,  10i<^  F., 
evening  of  4th  day 
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There  were  four  cases  of  placenta  praevia,  in  all  of  which 
version  was  performed,  and  the  subsequent  delivery  left  to 
nature.  Two  of  these  cases  are  included  in  our  table  of 
morbidity* 

The  patient  L.  T.  showed  a  temperature  of  103°  F.  im- 
mediately aftet  delivery,  that  was  within  an  hour  after 
version ;  withih  twelve  hours  the  temperature  was  normal^ 
and  continued  so  throughout  the  puerperium. 

The  second  patient  who  showed  morbidity,  T.  D.,  had  a 
rise  of  temperature  to  101°  F.  on  the  evening  of  the  fourth 
day ;  a  vaginal  douche  was  given,  and  her  temperature  at 
once  fell,  and  continued  normal  until  she  was  discharged 
well  on  the  tenth  day. 

ECLAMPSIA. 

One  case  of  eclampsia  was  treated  during  the  year. 

Case. — The  patient,  M.  G.,  aged  eighteen,  1-para,  was  admitted 
on  October  4th,  1897,  when  seven  months  pregnant.  Her  urine 
was  scanty  and  highly  albuminous,  with  considerable  cedema  of 
the  lower  extremities.  She  also  complained  of  temporary 
loss  of  vision,  and  was  very  irritable  and  excited.  She  was 
given,  at  6  50  p.m.  on  day  of  admission,  gr.  ^  morphin  hypo- 
dermically ;  as  the  excitability  continued,  and  as  she  had  had 
two  typical  eclamptic  seizures,  she  was  given  at  10  p.m.  same 
evening  gr.  ^  morphin,  which  was  repeated  at  10  30  o'clock 
p.m.  As  a  purgative,  mist.  sennsB  co.  was  administered  shortly 
after  admission,  and,  as  this  did  not  act,  croton  oil  (niii.)  was 
given  with  satisfactory  results. 

After  the  last  hypodermic  of  morphin  the  patient  was  almost 
maniacal  for  several  hours.  She  gradually  became  quieter,  and 
finally  fell  asleep,  and  slept  the  whole  of  the  next  day.  After 
this  she  rapidly  improved,  and  three  days  after  admission  labour 
set  in  naturally,  and  she  delivered  herself  of  a  living  child, 
weighing  3^  lbs.  Her  temperatm:e  rose  to  101°  F.  on  evening 
of  third  day  after  delivery,  and  was  100*8°  F.  next  evening,  but 
after  a  uterine  douche  it  fell  to  normal,  and  remained  so. 

During  the  first  twenty-four  hours  in  hospital  she  only  passed 
Jxiv.  of  highly  albuminous  mine,  which  increased  to  gxxi.  during 
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the  next  twenty-four  hours,  and  to  Jlviii.  during  the  next 
twelve  hours,  remaining  at  about  gl.  every  twelve  hours  for 
three  or  four  days  following.  It  was  frequently  examined,  and 
during  the  puerperium  the  amount  of  albiimen  rapidly  dimi- 
nished, there  being  only  a  trace  of  albumen  in  it  the  day  she 
was  discharged. 

Patient  and  child  left  the  hospital  on  eighth  day  after  delivery^ 
and  were  seen  at  the  hospital  six  weeks  later,  both  perfectly 
well. 

ABORTIONS. 

There  were  62  cases  of  abortion  admitted  during  the  year. 
Some  of  these  required  no  special  treatment ;  only  those  in 
which  the  haemorrhage  was  severe,  or  in  which  any  part  of 
the  ovum  was  still  retained,  were  interfered  with.  In  all 
these  cases  the  treatment  adopted  was  the  emptying  of  the 
uterus — if  possible  by  expression  of  the  contents.  This 
failing,  and  the  os  being  sufficiently  dilated,  the  ovum  was 
removed  by  the  finger,  or  if  the  latter  condition  was  not 
fulfilled,  hy  Rheinstadter  s  curette. 

In  one  case  the  cervix  was  cicatricial  owing  to  a  previously 
performed  Schroder's  amputation,  and  as  a  result  there  was 
stenosis  of  the  external  os;  it  was  dilated  with  Hegar's 
dilators,  and  a  four  months'  foetus  extracted  by  means  of 
Schultze's  spoon -forceps.  The  patient's  temperature  rose 
on  the  evening  of  the  sixth  day  to  104-6 ',  and  after  a  uterine 
douche  fell  to  normal  and  remained  so. 

In  another  case  the  patient  was  admitted  with  liaBmorrhage, 
which  had  been  constant  for  two  months  previously.  The 
uterus  was  up  to  the  umbilicus,  and  she  stated  that  she  was 
three  and  a  half  months'  pregnant ;  no  foetal  parts  could  be 
felt.  The  os  was  dilated  by  means  of  laminaria  tents,  a 
large  quantity  of  clots  escaped,  and  the  patient  coming  into 
labour  was  delivered  of  a  four  months'  foetus.  Convalescence 
normal. 

In  another  case  the  patient  was  admitted  in  the  fourth 
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month  of  pregnancy,  with  a  foetid  discharge.  The  uieni- 
branes  were  ruptured,  and  the  foetus  could  be  felt  lying 
partially  in  the  dilated  cervical  canaL  As  the  os  externum 
was  only  the  size  of  a  threepenny  piece  it  was  divided 
bilaterally,  and  the  foetus  extracted  bj'^  Schultze's  spoon- 
forceps.  Free  haemorrhage  followed  its  removal ;  the  utercis 
was  curetted  and  plugged  with  iodoform  gauze.  Convales- 
cence normal. 

In  another  case  the  remains  of  an  incomplete  abortion 
were  removed  from  one  horn  of  a  bicomuate  uterus. 

ICTERUS  NEONATORUM. 

There  were  about  20  cases  of  this  affection  during  the 
year.  Tliey  were  all  of  a  mild  and  transient  nature,  and  in 
every  case  the  jaundice  had  disappeared  before  the  seventh 
day. 

OPHTHALMIA   NEONATORUM. 

•  *  I 

This  was  of  very  rare  occurrence,  owing,  no  doubt,  to  the 
prophylactic  use  of  1  per  cent,  solution  of  nitrate  of  silver, 
instilled,  immediately  after  birth,  into  the  eyes  of  every 
child  born  in  the  institution. 

The  most  modern  form  of  incubator — the  "Couveuse 
Lion" — has  been  purchased  from  the  Lion  Institute  in 
Paris.     It  is  easily  worked  and  gives  perfect  satisfaction. 

INFANT   MORTALITY  IN   PELVIC   PRESENTATIONS. 

Of  the  54  cases  of  pelvic  presentation  in  the  Intern 
Maternity,  6  infants  were  macerated,  15  premature,  and 
33  fiill  time.  Of  the  premature  infants,  7  were  alive  and 
8  dead.  Of  the  full-time  infants,  30  were  alive  and  3 
dead,  being  an  infant  mortality  of  1  in  II,  or  9  per  cent. 
We  do  not  count  cases  under  this  heading  in  which  version 
was  performed. 

Of  the  54  cases  of  pelvic  presentation  in  the  Extern 
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Maternity,  4  infants  were  macerated,  2  hydrocephalic,  8 
premature,  and  40  are  recorded  without  particulars.  Of 
the  premature  infants,  4  were  alive  and  4  dead.  Of  the 
40,  28  were  alive  and  12  dead,  being  an  infant  mortality 
of  30  per  cent. 

GYN^:COLOGICAIi   DEPARTMENT. 

The  gynaecological  department  originated  in  1835  in  *!> 
very  small  way.  A  few  beds  in  one  ward  of  the  old 
Auxiliary  Hospital  were  set  apart  "for  the  humane  and 
beneficial  purpose  of  alleviating  the  sufferings  of  patients- 
labouring  under  diseases  peculiar  to  women." 

Since  that  year  the  work  of  this  department  has  steadily 
increased.  In  1877  the  whole  of  the  old  Auxiliary  Hospital 
was  set  apart  for  gynccoology,  was  thoroughly  remodelled, 
and,  so  far  as  possible,  brought  up  to  the  requirements  of- 
the  surgery  of  the  day.  It  was  soon  found  that  the 
nature  of  this  building  rendered  thoroughly  aseptic 
surgery  almost  impossible.  Additional  accommodation  for 
the  nureing  staff  was  urgently  required,  and  the  hospital 
Avould  have  proved  most  dangerous  in  case  of  fire.  There- 
fore in  1893  the  present  fine  building  was  conuiienced,  and 
carried  out  on  the  most  approved  modern  scientific  prin- 
ciples. The  good  results  of  the  numerous  difficult  operations 
which  have  been  since  performed  in  it  are  the  best  proof 
of  the  wisdom  of  erecting  it,  and  of  its  great  value  to  the 
suffering  poor. 

This  building,  which  is  called  the  Thomas  Plunket 
Caimes  Wing  of  the  Rotunda  Lying-in  Hospital,  in  com- 
memoration of  the  great  generosity  of  Mr.  Cairnes  to  the 
Institution,  is  set  apart  principally  for  gynaecology,  and 
was  opened  for  the  reception  of  patients  on  November  27th, 
1895.  It  consists  of  three  stories,  each  of  which  is  con- 
nected  with    the    corresponding   level    of    the    Lying-in 
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Hospital  by  corridors.  The  ground  floor  contains  the  out- 
patient and  dispensing  departments,  the  nurses'  sitting- 
rooms  ;  bedrooms  and  lavatories  for  portion  of  the  fenaale 
staff,  and  two  small  wards  for  special  cases.  The  first 
floor  consists  of  gynaecological  wards,  theatres,  and  patients' 
lavatories.  The  appended  Plan  will  explain  its  arrange- 
ment. The  second  or  top  floor  is  entirely  set  apart  for 
the  nui-ses'  bedrooms*     (Plate  III.) 

The  gynaecological  wards  are  five  in  number — two  large 
wards  containing  sixteen  beds  each,  and  three  smaller  wards 
containing  respectively  one,  one,  and  two  beds,  making  a 
total  of  thirty-six  beds. 

There  are  two  sets  of  lavatories  on  each  floor,  their 
position  being  shown  in  the  plan.  They  each  contain  two 
w.cs.,  one  bathroom,  one  room  for  storage  of  the  patients' 
clothes,  and  one  room  containing  three  separate  sinks — 
one  for  the  washing  of  mackintosh  bed-sheets  and  two  for 
soiled  vessels. 

There  are  two  theatres — one  (A)  for  ventral  coeUotomies, 
and  the  other  (B)  for  all  examinations,  vaginal  opei-ations, 
and  septic  cases.  Theatre  B  calls  for  no  special  remarks ; 
Theatre  A  contains  some  features  w^hich  are  of  interest. 
It  is  divided  into  two  unequal  parts  by  a  large  glass 
plate;  the  larger  of  these  contaius  the  wash-basins,  sinks, 
sterilisers,  and  students'  gallery ;  the  smaller  is  the  operat- 
ing theatre  proper,  and  is  connected  AV^ith  the  outer  and 
larger  part  by  a  glass  door.  The  entire  operating 
part  is  washed  out  by  means  of  a  hose.  It  looks  towards 
the  north,  and  has  a  glass  roof,  which  ensures  a  good 
head  light.  The  wash-basins  of  both  theatres  are  furnished 
with  foot-taps. 

The  out-patient  department  consists  of  three  rooms — a 
waiting  room,  a  consulting  room,  and  an  examination  room. 
The  latter  contains  an  examination  chair  and  couch,  and 
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all  the  necesBary  appliances  for  performing  auch  operations 
as  do  not  require  the  admission  of  the  patient  to  the 
hospital. 

So  much  for  the  history  and  description  of  the  building ; 
we  shall  now  describe  briefly  the  general  operative  tech- 
nique ; — 

SUrUUation. — All  towels,  operator's  couta,  dressings,  &e., 
Tvhich  are  intended  for  use  during  an  operation,  are  steri- 
lised in  a  Lautenschlager's  steam  steriliser.  Marine  sponges 
are  not  used,  their  place  being  taken  by  gauze  "  sponges  " 
formed  of  eight  layers  of  ordinary  butter  muslin.  These 
are  sterilised  in  a  separate  steriliser,  from  which  they  are 
removed,  one  by  one,  as  they  are  required  during  an 
operation. 

All  instruments  are  boiled  for  twenty  minutes  in  u 
solution  of  washing-soda  and  water.  The  ligatures  used 
are  silk,  silkworm-gut,  and  catgut.  The  silk  is  prepared 
by  hoiHng  for  thirty  minutes,  and  is  stored  in  1  in  20 
carbolic  lotion.  Silkworm-gut  is  prepared  by  boiling  for 
twenty  minutes,  and  then  stored  in  1  in  500  corrosive 
tmhhmate.  The  catgut  is  prepared  by  a  method  first 
introduced  at  the  Rotunda,  and  which  Las  proved  most 


Fig.  L— A,  SterUiser;  B,  3creirTop;  C,  Bobber  Wuher. 

successful.     The  gut — chromicised  or  not,  as  prefeiTed — 
is  loosely  rolled  on  glass  plates  and  placed  iu  absolute 
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alcohol  for  at  least  two  days,  fresh  alcohol  is  then  substi- 
tuted for  a  couple  more  days  to  insure  absolute  dehydra- 
tion; the  plates  are  then  placed  in  a  stout  brass  box 
with  a  screw  top  {vide  illustration),  which  is  half  filled 
with  alcohol.  This  box,  tightly  screwed  up,  is  immcraed 
in  a  saucepan  of  cold  water,  which  is  gradually  raised  to 
boiling-point,  and  kept  boiling  for  thirty  minutes.  The 
box  is  then  removed,  and  as  soon  as  it  is  cooled  the  gut  is 
taken  out  and  stored  in  a  mixture  of  glycerin  10  parts, 
and  alcohol  90  parts.  The  chromicised  gut  is  perhaps  pre- 
ferable for  vaginal  work,  non-chromicised  for  abdominal. 

The  hands  of  the  operator  and  his  assistants  are  first 
cleansed  by  washing  thoroughly  with  soap,  hot  water,  and 
a  nail-brush  for  about  ten  minutes,  and  are  then  immersed 
in  corrosive  sublimate  solution,  1  in  500,  for  a  couple  of 
minutes.  All  nail-brushes  are  boiled  each  moniing,  and 
kept  lying  during  the  day  in  strong  creolin  solution. 

Antiseptic  solutions. — The  antiseptic  solutions  used  are — 
corrosive  sublimate  lotion,  1  in  500,  for  the  hands ;  carbolic 
lotion,  1  in  20,  for  storing  silk ;  creolin  lotion,  1  m  320,  for 
vaginal  and  uterine  douching;  boric  lotion,  nearly  saturated 
solution  for  washing  out  the  peritoneal  cavity  in  septic 
cases;  foi'malin  solution,  1  to  3  per  cent.,  occasionally  for 
various  purposes. 

Preparation  of  the  Patient — For  minor  operations  on  the 
vagina,  the  external  parts  are  shaved  and  thoroughly 
scrubbed  with  soap  and  water ;  the  vagina  is  douched  out 
with  creolin  lotion,  and  well  w^ashed  out  with  the  fingei"a 
and  soap.  For  vaginal  coeliotomies.  the  vagina  is  douched 
and  plugged  twice  with  iodoform  gauze  the  day  before 
i\iQ  operation:  on  the  day  of  operation  the  plugging  is 
removed,  and  the  vagina  thoroughly  douched,  previous  to 
the  administration  of  the  anaesthetic. 

For  ventral  coeliotomies,   the  skin  of   the  abdomen  is 
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washed  Avith  soap  aiid  water  and  ether  the  night  before 
operation,  and  a  compress  soaked  in  corrosive  and  glycerin, 
l.iii  100,  applied.     This  is  removed  when  the  patient  is  on 
tlie  operating  table ;  the  skin  is  agam  washed  with  ether,' 
and  finally  with  corrosive  sublimate  solution,  1  in  500. 

♦  For  abdominal  hvsterectomies  the  two  last  methods  are- 
combined. 

•  The  patient  is  given  a  purgative  thirty-six  hours  before, 
and  an  enema  the  morning  of,  operation.  She  is  brought* 
into  the  operating  theatre — which  is  kept  at  a  temperature 
(»f  70°  to  75"  F. —  dressed  in  a  sterilised  dressing-gown  and 
long  woollen  sterilised  stockings.  No  blankets  are  allowed, 
as  the  room  is  sufficiently  heated. 

The  peritoneal  cavity  is  never  drained  unless  septic 
matter  has  escaped  into  it,  or  unless  there  is  a  large  are«'i 
either  denuded  of  peritoneum  or  from  which  there  is 
general  oozing.  The  usual  form  of  drain  used  in  those 
cases  in  which  it  is  desired  to  keep  the  intestines  out  of 
the  pelvis  is  a  Mikulicz  bag — a  gauze  bag  plugged  with 
strips  of  the  same  material.  This  is  removed  on  tlie  second 
or  third  dav. 

A  rubber  or  glass  drainage  tube  is  practically  never  used, 
except  in  cases  of  general  septic  peritonitis. 

Flushing  out  the  peritoneal  cavity  is  performed  only  in 
cases  of  general  septic  peritonitis,  or  in  cases  in  which  tho 
patient  is  greatly  collapsed.  In  the  former  case  boracic 
solution  is  used,  in  the  latter  "  noninal  saline  solution."  If 
septic  matter  escapes  from  a  ruptured  tube,  it  is  preferred 
to  wipe  it  out  rather  than  douche  out  the  cavity,  as  the 
chances  of  disseminating  it  are  minimised. 

In  most  instances  the  abdominal  wound  is  sutured  w^th 
silkworni-gut  alone,  passing  each  stitch  through  from  skin 
to  peritoneum.  In  cases  of  lengthy  incision,  or  where  the 
abdominal  wall  is  very  thin  or  very  fat,  the  divided  peri- 
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toneura  is  brought  together  "with   a  continuous  catgut 
suture. 

The  wound  is  dressed  in  the  first  instance  with  ordinary 
gauze  sponges — covered,  in  turn,  with  cellulose,  absorbent 
cotton-wool,  strapping,  and  an  abdominal  binder.  At  all 
subsequent  dressings  double-cyanide  and  sal-alembroth 
gauzes  are  used.  If  the  temperature  remains  below  100"  F. 
the  dressings  are  not  touched  for  eight  days,  and  then  the 
sutures  are  removed. 

Post'operative  Treatment, — After  all  ventral  coeliotomies 
the  patient  is  placed  in  a  separate  ward  for  the  ensuing  three 
or  four  days,  under  the  care  of  a  special  nurse.  As  a  rule 
nothing  is  given  by  the  mouth  for  from  15  to  20  hours ; 
if  necessary,  nutrient  and  stimulating  enemata  are  adminis- 
tered every  three  or  four  hours.  Opiates  are  strictly 
avoided,  save  in  very  exceptional  cases.  A  purgative  is 
administered  on  the  second  morning  after  operation,  and 
usually  consists  of  calomel,  given  in  small  repeated  doses, 
and  followed  after  a  few  hours  by  an  eflfervescing  saline, 
and  an  enema  still  later  if  required.  Usually  the  patient 
is  moved  into  the  general  ward  three  days  after  operation. 

After  ventral  coeliotomies  the  patient  is  allowed,  as  a 
rule,  to  sit  up  on  the  eighteenth  to  the  twenty-first  day, 
according  to  the  nature  of  the  operation  and  course  of 
convalescence,  and  a  Lawson  Tait's  abdominal  belt  is 
worn  for  a  year  after  operation. 

Ancesthetics . — The  anaesthetics  used  in  the  practice  of 
the  hospital  have  been  chloroform  and  ether.  Chloroform 
is  invariably  used  in  obstetric  work,  as  it  does  not  give 
any  of  the  trouble  which  is  so  often  associated  Avith  the 
administration  of  ether.  In  the  gynaecological  practice  of 
the  hospital  chloroform  is  the  rule,  but  occasionally  ether 
is  used,  especially  in  those  cases  where  during  the  admi- 
nistration  of  chloroform   the   heart  shows   any  signs    of 
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weakness,  or  where  the  respirations  become  shallow  and 
insufficient.  For  this  purpose  Clover  s  inhaler  is  used 
without  the  bag,  and  it  acts  as  a  valuable  stimulant  both 
to  the  respiratory  and  circulatory  apparatus.  Chloroform 
is  administered  on  a  Skinner's  mask. 

There  were  36  patients  in  hospital  on  Nov.  1st,  1896 ; 
5-8  were  admitted  during  the  twelve  months;  9  died  and 
31  remained  under  treatment  on  31st  October,  1897.  Of 
these  patients  468  came  under  treatment  for  gynaecological 
complaints ;  60  were  discharged,  not  requiring  treatment ; 
10  were  transferred  to  the  Maternity  Hospital ;  17  were 
suffering  from  complaints  not  of  a  gynaecological  nature. 
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^was  an  exploratory  ccalio- 
tomy  described  later  on 

Cirrhosis 

1 

1 

- 

- 

- 

Parovarian  cyst 

• 

1 

1 

- 

- 

Prolapse 

7 

— 

- 

7 

- 

Pelvic  PKRrroNEUM  and 
CkllutiAR  Tissue — 

Cellalitis  and 

Parametritis 
Hsematocele 

3 
9 

: 

3 
4 

5 

: 

• 

Peritonitis 

2 

- 

1 

- 

1 

' 

Abscess . 
Abdomen— 

1 

- 

1 

- 

Pelvic  abscess  opening  into 
rectum 

Carcinoma 

3 

1 

2 

— 

Greneral 

Ventral  Hernia 

3 

1 

- 

One  refused  operation. 

Umbilical  epiplocele    • 

1 

- 

— 

- 

Abscess . 

1 

1 

— 

1 

Splenic  leacocythsemia 

— 

1 

— 

■— 

MlSCRT.TiANEOUS — 

- 

Coccygodynia 

- 

1 

— 

- 

Calcnlns  in  ureter  (?)  . 

— 

1 

— 

- 

Mammary  scirrhns     . 

- 

1 

— 

- 

Excised 

Incontinence  of  urine  . 

1 

2 

- 

- 

• 

Babo     »  ' 

— 

1 

- 

- 

— 

Mammary  abscess 

1 

- 

■- 

■- 

Phlebitis 

1 

• 

\ 
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VULVA. 

Bartholtnian  Abscess. — Of  this  there  were  several  cases, 
all  of  which  were  opened,  curetted,  aud  plugged  with 
iodoform  gauze  in  the  dispensary,  the  patients  not  being 
detaiued  in  hospital. 

Bartholinian  Cysts. — In  three  cases  the  cyst  \^^a8  of  a 
simple  nature ;  it  was  opened,  the  cyst  wall  dissected  out^ 
and  the  cavity  stitched  up  with  continuous  catgut  suture. 
The  fourth  patient  refused  treatment. 

Epithelioma  of  the  Clitoris. — This  patient  was  about 
three  months  pregnant ;  the  tumour  was  the  size  of  a  hazel- 
aut,  with  an  ulcerating  surface  ;  it  was  dissected  out  from 
the  vestibule,  and  proved  on  microscopic  examination  to 
be  epitheliomatous.  Patient  was  delivered  at  full  term  in 
the  maternity  wards  on  Sept.  24th,  1897,  of  a  living  child, 
and  there  was  no  appearance  of  a  recurrence. 

PERIXiEUM. 

Simple  Laceration, — Of  the  43  cases  of  simple  uncompli- 
cated laceration  of  the  perinaeum  that  is  not  associated 
with  rectocele,  37  were  treated  by  Lawson  Taits  operation; 
these,  with  one  exception,  were  stitched  with  silkworm* 
gut,  which  was  removed  on  the  eighth  day ;  in  the  remain- 
ing case  catgut  was  used ;  it  was  absorbed  and  union  waa 
perfect.  Six  cases  were  operated  on  by  Sanger's  method. 
In  every  case  there  was  a  preliminary  curetting  of  th6 
uterus.     The  patients  were  allowed  up  on  the  twelfth  day. 

Complete  Laceration. — In  every  case  Lawson  Tait'e^ 
method  was  adopted;  in  two  of  these  there  was  incon* 
tinence  of  fa3ces,  one  of  which  had,  in  addition,  ulceration 
of  the  posterior  rectal  wall,  the  laceration  extending  one 
and  a  half  inches  up  the  recto-vaginal  septum.  This 
patient  underwent  a  preHminary  treatment  until  the  ulcers 
i^vere  healed.    Following  Lawson  Tait's  recoti^mendatioi^ 
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«nd  contrary  to  the  usual  procedure  of  the  hospital — that 
is,  not  giving  an  aperient  until  the  evening  of  third  day — the 
bowels  were  opened  on  the  succeeding  day  by  an  enema  ; 
Bome  of  the  stitches  unfortunately  gave  way,  and  although 
the  patient  left  hospital  with  control  over  her  rectum  and 
in  every  way  relieved,  she  had  not  a  perfect  perinaeuni. 
These  cases  are  allowed  to  sit  up  on  the  twelfth  day  and 
leave  their  b^d  two  days  later.     (Plate  IV.) 

RECTUM. 

Carcinoma. — Two  cases  were  inoperable  and  were  dis- 
charged, the  third  was  sent  to  a  general  hospital. 

Hcemorrhovls. — Four  patients  sought  admission  for  com- 
plaints of  a  gynecological  nature,  and,  in  addition  to  other 
treatment,  the  haemorrhoids  were  excised. 

VAGIXA. 

• 

Vaginitis. — Of  these  cases  eleven  occurred  in  young 
women  and  were  treated  by  several  applications  of  various 
astringents,  especially  pyroligneous  acid ;  one  was  caused 
by  an  incarcerated  hollow  vulcanite  ring  pessary,  which 
had  to  be  broken  up  with  bone  forceps  before  it  could  be 
removed.  .  There  were .  three  cases  of  senile  vaginitis, 
which  were  treated  in  a  similar  manner,  and  a  con- 
siderable number  of  patients  were  found  suffering  from 
vaginitis  in  association  with  other  gynaicological  com- 
plaints, which  we  have  not  thought  necessary  to  tabulate. 

Cyst  of  Vaginal  Wall. — One  of  these  was  a  simple  cyst,, 
winch  was  dissected  out ;  the  other  was  loculated  and  con- 
tained pus.  It  was  freely  opened,  curetted,  and  plugged 
with  iodoform  gauze. 

Ct/stocele. — There  were  three  cases  of  cystooele,  un-. 
accompanied  by  any  marked  degree  of  prolapse  of  the. 
posterior  vagin?il  wall ;  in  all  of  these  the  usual  operation — 
th^t  of  removing  an  oval  flap  from  the  anterior  vaginal 


Puts  IV.~This  pBtieot  (nbo  came  from  the  coaotry)  bad  a  com- 
plete Lacemlion  ol  the  Perin»aio,  oonaeqaent  an  a,  forceps 
deliver;  on  her  flrgt  cooflneineDt  eighteen  months  previously. 
She  had  been  stitched,  but  the  skin  alone  had  united,  leavint;  a 
large  recto- vaginkl  flstala  behind  it. 


Pi^TE  V. — A  case  of  Cystocele. 
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wall — ^^was  performed,  the  exposed  surface  being  stitched 
up  with  a  continuous  catgut  suture,  which  was  left  to  be 
absorbed.  In  two  of  these  perinaeorrhaphies  were  per- 
formed, which  are  recorded  under  that  heading.  There 
was  a  rise  of  temperature  to  103*^  F.  on  the  evening  of  the 
second  day  in  one  of  these  cases,  without  any  correspond- 
ing rise  of  pulse;  the  temperature,  however,  fell  to  normal 
next  day  and  continued  so.     (Plate  V.) 

Rectocele. — When  this  condition  occurred,  it  was  found 
in  every  case  to  be  due  to  an  old  perineal  laceration. 
It  was  repaired  by  the  methods  recommended  by  Hegai* 
or  Martin,  the  former  being  preferred.  The  perineal 
stitcher,  which  were  of  silkworm- gut,  were  removed  on 
the  eighth  day.  The  results  were  extremely  satisfactory 
except  in  one  case. 

Cystocele  and  rectocele,  when  found  combined,  were 
treated  as  described  under  the  two  headings.  In  all 
plastic  operations  on  the  vagina  there  is  a  preliminary 
curetting  of  the  uterus.  After  vaginal  operations  iodoform 
gauze  is  placed  loosely  in  the  vagina  and  removed  the 
same  e^'ening.  Patients  are  allowed  to  sit  up  on  the  six- 
teenth to  the  eighteenth  day,  and  to  get  up  on  the  twenty- 
first.  Cystocele  and  rectocele  associated  with  prolapse  or ' 
procidentia  are  included  under  the  latter  headings. 

CEllVIX. 

Lacerations, — Those    requiring    operation    were    mostly 
bilateral,  and  often  associated  with  hypertrophy  and  [or]' 
erosion,  occasionally  of  the  follicular  variety.     In  cases  com- 
plicated with  erosion  or  hypertrophy,  Schroder's  amputation 
was  performed.     This  was  done  eighteen  times. 

In  cases  of  deep  laceration,  where  there  was  no  hyper- 
trophy of  the  cervix,  Emmet's  trachelorrhaphy  was  the  one  * 
preferred.     This  operation  was  performed  eight  times. 
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Sanger's  trachelorrhaphy  was  performed  five  times. 

In  one  case  the  last  operation  was  done  on  the  left  side  of 
tlie  cervix  and  an  Emmet  on  the  right 

In  two  others  the  laceration  with  erosion  was  so  slight 
that  it  was  sufficient  in  one  case  to  puncture  the  follicles, 
and  in  the  other  to  touch  the  surface  with  nitric  acid. 

In  another  case  in  which  Sanger's  trachelorrhaphy  had  been 
performed  unsuccessfully  some  months  previously  the  lacera- 
tio%i  was  very  deep,  and  the  erosion  extended  right  up  into  the 
left  lateral  fornix,  the  chief  features  being  menorrhagia  and 
profuse  leucorrhoea.  It  was  treated  for  three  weeks  with 
applications  of  carbolic  acid  without  marked  improvement. 
An  Emmet's  operation  was  performed ;  but  seven  days  later 
the  stitches  gave  way,  causing  severe  hsemorrhage ;  the 
stitches  were  re-introduced;  the  patient  made  a  good  recovery, 
union  being  perfect. 

In  every  case  of  operation  on  the  cen'ix  a  small  strip  of 
iodoform  gauze  is  passed  into  the  cervix  and  the  vagina  is 
loosely  packed  with  the  same. 

In  most  cases  silkworm-gut  sutures  are  used,  occasionally 
catgut,  and  the  former  are  removed  on  the  twenty-first  day. 
The  patient  is  not  allowed  to  sit  up  in  bed  until  the  twelfth 
day>  is  allowed  up  on  the  sixteenth,  and  leaves  the  hospital 
the  d«y  after  the  removal  of  the  stitches.  During  this 
period  vaginal  douches  are  administered  only  in  exceptional 
cases.  An  aperient  is  usually  given  on  the  evening  of  the 
second  day.  The  results  from  this  treatment  have  been 
remarkably  good. 

Hypertrophy  unassociated  with  laceration  was  found  in 
nuUiparous  women  in  five  cases,  in  four  of  which  Schroder's 
amputation  was  performed  ;  in  the  other,  the  cervix  was  so 
elongated,  with  stenosis  of  the  internal  os  and  severe 
dysmenorrhoea,  that  a  posterior  division  was  considered 
necessary  in  addition  to  circular  amputatiott» 
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In  one  case,  occurring  in  a  1-parous  woman,  there  was  a 
hypertrophic  growth  on  the  posterior  h'p  of  the  cervix,  which 
filled  up  the  posterior  fornix.  This  wns  amputated,  and  on 
microscopic  examination  proved  to  be  benign.  In  another 
case  tlie  patient  had  been  only  once  pregnant,  and  had 
miscarried  at  six  months;  the  cervix  was  hypertrophied  and 
elongated,  with  no  evidence  of  laceration.  Amputation  by 
Schroder's  method  was  performed. 

Eronons  occurring  in  nulliparae,  which  were  unassociated 
with  marked  hypertrophy  of  the  cervix  are  recorded  in  only 
four  cases.  In  two  of  these  the  erosion  was  excised  by 
Schroder's  method ;  one  was  cauterised  with  nitric  acid,  the 
other  was  curetted. 

We  might  remark  here  that  in  every  case  of  operation  on 
the  cervix  a  preliminary  curetting  of  the  utems  was  done. 

Malignant  Disease, — It  is  unfortunate  that  patients  suffer- 
ing from  this  terrible  disease  seldom  seek  advice  sufficiently 
early  to  admit  of  radical  treatment ;  and  often  the  disease 
is  so  far  advanced  that  any  but  palliative  treatment  is 
contra-indicated.  Of  the  eleven  cases  admitted  during 
the  year  nine  were  of  this  nature,  in  two  of  which 
the  palliative  treatment  recommended  by  Marion  Sims — 
that  of  curetting  followed  by  application  of  strong  caustics — 
was  adopted,  with  temporary  benefit ;  in  the  other  two,  where 
radical  treatment  was  attempted,  vaginal  hysterectomies 
were  performed.  One  of  these  unfortunately  died ;  the  case 
will  l)e  described  later. 

Polypus. — This  usually  occurred  in  nulliparous  women, 
and  was  of  the  mucous  varietv.  In  one  case  there  was  a 
myoma  growing  in  the  fundus  of  the  uterus ;  another  was 
interesting  from  the  fact  that  nine  months  after  the  removal 
of  the  polypus  the  patient  returned  with  a  large  fibrous 
polypus,  filling  up  and  distending  the  cervical  canal,  and,  in 
addition,  a  small  myoma  in  the  body  of  the  uterus. 


i294         Clinical  Report  of  the  Rotiuida  Hospital. 

UTERUS. 

Pathological  Anteflexion  or  [and\  Stenosis  of  the  Uterine 
Canal — 

(a)  Occurring  in  married  women  wliose  chief  symptoms 
were  sterility  or  [and]  dysmeiiorrlioea.  Twenty-three  cases  are 
recorded  under  this  heading,  in  fourteen  of  which  Dudley's 
modification  of  Marion  Sims'  operation — that  of  posterior 
division  of  the  cervix — was  performed,  the  uterus  being  at 
the  same  time  curetted ;  in  six  cases  the  cervical  canal  was 
simply  dilated  and  the  uterus  curetted,  and  in  one  case  dila- 
tation of  the  cervix  was  considered  sufficient.  In  two  of 
these  cases  iodised-phenol  was  injected  after  curetting  on 
account  of  concomitant  endometritis. 

Two  other  cases  were  admitted  suffering  from  vaginitis, 
which  alone  was  treated. 

(6)  Occurring  in  unmarried  women  whose  chief  symptom 
was  dysmenorrhaja.  Fifteen  cases  presented  themselves,  in 
ten  of  which  posterior  division  of  the  cervix  was  performed, 
and  in  four  the  cervical  canal  was  dilated  and  the  uterus 
curetted.  In  one  of  the  latter  cases  iodised-phenol  was 
injected  into  the  uterus  after  curetting  for  a  similar  reason 
to  that  above  stated. 

One  case  which  had  been  dilated  and  curetted  on  a 
previous  occasion  without  any  apparent  benefit,  and  in  which 
the  left  ovary  was  prolapsed  into  Douglas's  space,  was  treated 
with  glycerin  and  ichtiiyol  tampons. 

There  was  one  case  of  pathological  anteflexion  which  was 
associated  with  repeated  abortions  at  less  than  three  months. 
Patient  had  been  married  eighteen  months,  during  which 
period  she  had  aborted  three  times;  she  was  simply  curetted. 

Pregnancy, — Eight  cases  of  haemorrhage  were  admitted,  in 
which  it  was  found  that  the  patients  were  pregnant  for 
periods  varying  from  three  to  six  months.  In  four  of  these 
the  haemorrhage   was  so  excessive  that   it  was  considered 


Clinical  Report  of  the  Rotunda  Hospital.        295 

necessary  to  empty  the  uterus.  Laniinaria  tents  were  placed 
in  the  cervix  and  the  vagina  was  tamponed  to  bring  on  labour. 
In  one  the  cervix  was  dilated  and  a  large  quantity  of  treacle- 
like matter,  together  with  a  dead  ovum,  was  removed  witli 
a  Rheinstadter's  curette.  In  another  case  the  haemorrhage 
ceased  shortly  after  admission  and  did  not  recur.  Two 
were  transferred  to  the  maternity  wards.  Thirty-three 
cases  of  incomplete  abortion  were  admitted  ;  a  large  number 
of  these  were  recent,  and  were  curetted  with  Rheinstadter's 
curette,  but  several  of  them  were  of  considerable  standing, 
in  which  the  sharp  curette  was  used.  In  six  cases  the 
hiemorrhage  after  curetting  was  so  severe  that  it  was 
necessary  to  plug  the  uterus  with  iodoform  gauze.  A  tem- 
perature occurred  in  two  cases,  but  after  the  administration 
of  a  uterine  douche  it  fell  to  normal  and  continued  so;  in 
both  these  cases  there  was  retroversion  of  the  uterus. 

Prolapse. — Cases  of  prolapse  were  usually  associated  with 
cystocele  and  rectocele  and  were  treated  accordingly.  In 
one  case,  where  the  patient  was  seventy-four  years  of  age,  a 
\)essary  was  considered  sufficient.  In  another  case  vaginal 
hysteropexy  was  performed  in  addition,  and  is  recorded  under 
that  heading. 

Procidentia. — In  one  case  the  treatment  was  similar  to 
above,  with  vaginal  hysteropexy;  in  the  other,  in  addition 
to  vaginal  operations,  the  cervix  was  amputated  by  Schroder's 
method  on  account  of  considerable  hypertrophy. 

EndometHtis. — This  complaint  was  often  associated  with 
other  gynaecological  complaints,  especially  metritis.  The 
treatment  adopted  in  forty-seven  cases  was  curetting  alone ; 
in  cases  where  the  endometrium  was  very  abundant,  iodised- 
phenol  was  injected  with  a  Brann's  syringe  immediately  after 
the  curetting,  and  in  some  instances  was  repeated  seven  days 
later;  in  two  instances  perchloride  of  iron  took  the  place  of 
the  iodised-phenol.     We  very  much  regret  to  have  to  record 
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a  death  under  this  heading,  details  of  which  will  be  found 
later  on. 

Subinvolution, — As  all  the  ordinary  text-books  omit  to 
mention  the  symptoms  of  this  condition  in  the  early  stage, 
it.  will  not,  we  think,  be  out  of  place  to  do  so.  They 
lire : — Post-partum  intermittent  haemorrhages,  or  a  red 
discharge  continuing  after  confinement  for  varying  periods 
exceeding  one  week,  associated  with  a  bearing-down  or 
dragging  feel  in  the  pelvis,  witli  an  undue  enlargement  of 
the  uterus,  which  is  usually  tender  on  palpation.  The 
treatment  consisted  in  curetting  the  cavity  of  the  uterus, 
the  injection  of  iodised-phenol,  together  with  the  administra- 
tion of  ergot  and  iron. 

Retroversion  and  Retroflexion. — These  cases  were  treated 
by  curetting  and  the  introduction  of  a  pessary.  The 
pessaries  selected  were  those  of  Smith-Hodge  and  Thomas, 
the  latter  being  used  in  cases  of  hypertrophy  or  elongation 
of  the  cervix.  In  those  displacements  which  were  caused 
by  adhesions  of  a  recent  nature,  Schultze's  method  was 
adopted  to  break  them  down.  Where  the  adhesions  were 
too  firm  to  break  down,  the  treatment  adopted  was  rest 
in  bed,  with  the  use  of  ichthyol  and  glycerin  tampons  and 
hot  douching^ 

Fibro-Myomata, — Six  of  these  cases  refused  operation 
and  were  discharged,  one  of  which  had  been  transferred 
from  the  maternity  side,  the  myoma  being  of  considerable 
size.  Two  of  them  were  curetted,  as  the  myomata  were  of 
small  size  and  symptoms  trifling.  Of  the  others — all  of  which 
will  be  detailed  under  their  special  operations — eight  were 
removed  by  panhysterectomy,  two  by  myomectomy,  two  by 
morcellation,  in  two  ovariotomy  was  performed,  and  in  one 
case  salpingo-oophorectomy. 

Bicomuate  U tents. — An  interesting  case  of  this  description 
came  under  treatment  for  dysmenorrhoca  and  menorrhagia. 


Puts  VI.  (Diagrammatic). — Bicomnate  Uterus,  aeptvm 
peraitting. 
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In  addition  to  the  bicornoate  condition  the  septum  persisted 
to  the  OS  externum,  the  sound  passing  up  at  either  side  of  it 
into  the  corresponding  cornu.  There  was,  in  addition,  a 
multilocular  cyst  in  the  anterior  vaginal  wall,  which  has  been 
recorded  under  that  heading.     (Plate  VI.) 


Table  IL — Special  Operations. 

Perineorrhaphy — 

Lawson  Tail's          -                 -  -  37 

SaDger^s                    -                 -  -  6 

Lawson  Tail's  (for  complete  rupture)  -  4 

47 


Anterior  colporrhaphy  -  -  -  17 

Colpo-perineorrhaphy — 

Hegar's  -  -  -     22 

Martin's  -  -  -       3 


Trachelorrh  aphy^ 

Emmet's  -  -  -       8 

Sanger's  -  -  -       5 


25 


Amputation  of  cervix — 

Schroder's  -  -  -     25 

Circular      -  -  -  -       1 


13 


26 


Excision  of  benign  growth  from  cervix  -  1 

Schultze's  treatment  of  adherent  retroversion  -  4 

Posterior  division  of  the  cervix  -  -  25 

Marion  Sims'  operation  for  cervical  carcinoma  -  2 

Plastic  operation  for  recto-vaginal  fistula  -  1 

Vaginal  coeliotomy— 

Hysteropexy  -  -  -       2 

Hysterectomy         -  -  -      2 

,»  (by  morcellement)  -       2 

Ovariotomy  -  -  -       2 

Exploratory  -  -  -»       3 

11 
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Ventral  coeliotomy — 

Ptin  hysterectomy     -  -  -  9 

Ovariotomy              -  -  -  14 

Salpingo-oophorectomy  -  -  21 

Miscellaoeous          -  -  -  7 

Exploratory             -  -  -  4 


55 


Posterior  Division  of  Cerouv  (or  Marion  Sims'  operation) 
was  performed,  according  to  Dudley's  modification,  twenty- 
five  times — once  for  cervical  elongation  in  a  nuliiparous 
woman ;  fourteen  times  for  pathological  anteflexion,  or  [and] 
stenosis  of  the  uterine  canal,  occurring  in  married  women 
whose  chief  symptoms  were  sterility  or  [and]  dysmenorrhoea  ; 
and  ten  times  in  unmarried  women,  with  a  similar  condition, 
but  whose  chief  symptom  was  dysmenorrhoea. 

Schroder  s  Amputation  of  the  Cervix  was  performed  twenty- 
five  times — eighteen  times  for  laceration,  associated  with 
hypertrophy,  or  [and]  erosion ;  five  times  for  hypertrophy, 
unassociated  with  laceration  ;  and  twice  for  erosions  occur- 
ring in  unmarried  v/omen. 

VAGINAL   CCELIOTOMIES. 

Case  11. — Owing  to  extensive  ulceration  of  the  cervix  the 
actual  enntery  was  freely  used  before  the  operation  was  commenced. 
Th'^  body  of  the  uterus  was  small,  and  there  was  no  difficulty  in 
removing  it.  There  was  some  thickening  in  the  broad  li^raments, 
and  clamps  were  used  ;  the  clamps  were  removed  on  the  third 
day.  She  died  on  the  seventh  day,  when  the  temperature  ran  up 
to  104*^  F.,  with  almost  total  suppression  of  urine.  Pain  continued 
all  alonof,  and  on  the  day  before  death  there  was  some  foul-smelling 
discharge  from  vagina.  Post-mortem  showed  some  sloughing 
where  the  clamps  had  been  applied,  Avhich  extended  to  the  pelvic 
peritoneum ;  the  kidneys  were  granular  and  contracted,  and  were 
probably  the  primary  cause  of  death.  As  the  latter  did  not  occur 
during  the  clinical  year,  it  is  not  included  in  the  list  of  deaths. 


Clinical  Report  of  the  Rotunda  Hospital.       .299 


Table  III.— Vaginal  Cceliotomies. 


She  saye 
health. 
icoQnt  of 
w  vagina. 

nd  foand 
of  hair. 

removed. 
Ive    days 
^red. 

OB 

1 

U   V  0 

1  » 

2  - 

ill 
fii 

h 

a  0  OflU 

*^        eB 

»  S  d 

A 

—  >  S.S'» 

1— i       'O 
P  .r  2 

9  9<S 

0  0  0— •— 

■*» 

■    "" 

a?     0     CO 

0    0 

0       fc' 

■               • 

'S 

% 

S 

'X} 

'd 

73 

fTS         fd 

t3 

s;    'o 

> 

33 

41 

o 

V 

0) 

«          0 

0) 

.2     ® 

.2         'O 

(S 

U 

u 

ki 

u        u 

ki 

::h      vi 

•-H                       A 

a 

a 

0 

9          9 

9 

0      9 

«                     .S 

o 

O 

^ 

0     ::> 

0 

tf     Q 

P^                     P 

_"" 

•«a 

•^ 

■            •            ■ 

■«9 

•               • 

•                                                    ■ 

a 

a 

eS 

q 

a 

V 

fl 

a> 

3P 

§ 

■f 

>»     0 

a 
0 

.2 

> 

CD 

5:3 
S 

>- 

OQ 

=3 

0 

•   1" 

• 

■4* 

g 

Za 

a   *S    >> 

»4 

0 

>.   -i 

►.      a 

I 
o 

1 
1' 

1 

a. 

•1 

0         08         fc4 

§1     S    1 

is  J  J 

a 

m 

« 

h         0 

0     0 

0      1 

l*° 

sa?.  g   s- 

§- 

"^    43 

pj                CD 

5S 

P 

1^ 

m    p    » 

Q 

pq     1^ 

(^                M 

a 

• 

• 

6      '      ' 

• 

•s     • 

•                                       • 

Q 

OQ 
53 
(0 

a 
0 

s 

9 

.9 
"a 

§ 

•-< 

8 

.9 

S  «  a 

.§  E  fc   .a 

?s§  1 

flj  OS'S       ^ 

1-  c  3     '^ 

cS 

a 
0 
>> 

QQ              • 

^a-s 

S  2  ^ 

9  §t3 

a 
•      1 

>>             08 

0              0 

1       1 

»< 

S 

P^ 

a  0  w 

^ 

H     P 

0                     0 

I' 

Id 

1^ 

• 

1^    02    )^* 

• 

13 

^  s 

a     s 

< 

0^ 

CO 

• 

00*    d^    sp 

0      ^- 

oo"         2" 

CO 

'* 

-^J" 

«    "*•    «N 

CO 

^      « 

Oil              "^ 

9 

B 

• 

< 

• 

^'    W    d 

• 

0 

S5     ^ 

• 

QQ 

• 

a    w    *^ 

• 

Ha 

,4     ^ 

• 

iH 

«q 

CO 

^         U3        «0 

t- 

00      0 

0                iH 

;<!; 

iH                »H 

30(>         Clinical  Bepqrt  of  the  Rotunda  Hospital, 


VENTRAL  C(ELI0T03IIES. 


« 

u 

04 

• 

03 

CD 

o8 

■ 

5 

d 

0* 
• 

CD 

0 

00 

1 

o 

H 

a 
d 

a 

VI 

d 

1 

cB 

5J 

o 

d 

^ 

"d 

i 

i 

O 

2 

1 

g 

3 

> 

• 

4 

• 

li 

o 

•*» 
d 

s 

d 

••* 

OB 

3 

Z 

S      d 

tA 

oB 

o 

• 
OD 

d 

1 

d 

S. 

O 
H 
O 

CO 

8 
d      S 

2 

00 

ja 

d 

00 

ua 
•*» 

d 

o 

8 

3 
o 

d 

4> 

• 

;9 

3 

o 
6 

B 

1 

2 

o 

-♦Si 

rH 

H 

<©'a 

«4n 

f^ 

13 

OQ 

h 

■sl-s 

CO 

'^Jt 

« 

o 

»t3 

0 
O 

•s 

o 

o 

d 

d 

« 

•& 

S 

H 

GQ       QQ 

q5 

QQ 

QQ 

.BP 

<*» 

• 

•                     • 

• 

• 

■ 

■ 

■ 

• 

1 

t3 

1    1 

•s 

•2 

fO 

t3 

■s 

l-H 

.2 

u       u 

a      0 

u 

a 

d 

J 

J 

d 

kl 
d 

H 

Q 

O      O 

O 

o 

o 

Q 

O 

O 

13 

—  — .— 



- 

-  — 

— 

— 

— 

0 

e8 

s 

•                 • 

oB 

a 

• 

■ 

• 

• 

• 

H 

o 
>> 

s 

o 

9 

oB        oB 

s 

• 

# 

el 

# 

oB 

3 

.2 

13    a 

o 

a 

6 

•f4 

■*a 

o      o 

o 

o 

s. 

>*     >* 

OD 

>> 

>> 

Q 

>> 

B      B 

>> 

O 

oB 

oB 

& 

oB 

B 

4> 

OS 
(J 

• 

M.     Large 
M.     Large 

i 

o 

£ 
o 

• 

2 

6 

OB 

• 

o 

• 

1^ 

& 
^ 

o 

c*     o 

CO* 

o 

CD 

o 

CO 

2 

-* 

eo       eo 

w«9 

"* 

'^J* 

»c 

eo 

00 

i 

55 

• 

1 

Oil         00 

Hi 

• 

• 

1^ 

• 

• 

1^ 

■ 

-* 

M? 

CO 

t* 

X 

Sz: 

. 

Clinical  Report  of  tJie  Eotu?ida  Hospital.        -Wl 


« 

n    OQ    OQ 

•  < 

•-  p 

© 

tines  by  fir 
h  the  scissor 
several  place 

© 

••H 

1 

© 

□ 

•2  b 

rs  a 

CD    o 

111 

•PN   ;,^ao 

© 

© 

*•?  P 

CO 

p 

oa 

P 

•  •» 

• 

CO 

• 

g     PTs  • 

g         »4  TS   g 

P    P         i-- 

• 

o 

p 

P 

^  to 

-  p 

si 

A     P 

© 

o 
« 

a 

s 
s, 

© 

P4 

1 

1 

sj 

c 

Q) 

©      pfl  il  "S 

Qj 

.;^      © 

© 

to 

o 

CD 

U.    ' 

a 

A 

o 

.9 
to 

OB 

a 

•  •2  .-  2'« 
rP ra  ©  ^"M 

•*• 

1  i 

o    .  P 
grq   O' 

a-gf 

71  rP    P4 

u 

CD 
P 

and  shape  of  a  lar 
dicle,  narrow  band  6 
dition :  calcified  my 

§ 
_.a 

• 

i 

X 

i 

H 

•3 
S 

•»4 

CD 

o 

O 

a 
p 

of  seven  mo 
ending  to  uno 
of  an  oral 
hesions,  whi 
ritoneal  coat 
nvalescence 
of  foetal  hea 
of  seven  m 

ntaining  thi< 
ovary  atrop 
of  fnll-term 

O 

a 

p 

OB  M4 

o 

H 
O 

o 

• 

09 

O  ©   0) 

U   N    N 
•Pi*  'f^ 

Vim 

Sis 

© 

•»^ 

GO 

4)    ©TS 

m 

St 

OQO 

1% 

•  PN 

QQ     ■ 

3 

■s 

rg  fCj  'O 

©  ©  © 

tt 

'p 

1 

1^ 

'O'P 

1 

S 

U 

»4 

u  u  u 

U    U 

fc4     S 

u 

u 

h  »4 

>4 

1 

S, 

P 

P 

p  p  p 

P    P 

D.2 

p 

p 

P  P 

P      • 

1 

a 

o 

OOO 

OO 

OP 

o 

O 

OO 

o 

> 

§ 

o 

:i 

^^ 

•«a  -ta 

•«» 

'49  ■«» 

•«a 

49 

•«» 

43 

» 

? 

-§ 

■«» 

^fGXi 

^A 

Xl^ 

,P 

*P 

is-f 

•a 

^ 

•M 

•H  «>to 

•S  «5 

tXQO 

to 

CO 

•a  *« 

to 

1 

o 

o 

©  •'^  '7 

©  'M 

•••«  ••- 

p<p3 

•»4 

•  P4 

Q)  'PN 

•  p^ 

p 

hi? 

N^P^Pt^ 

l^« 

« 

p< 

h^P< 

(< 

tH 

.4 

Q 
eS 

•     •      • 

•         • 

1^ 

4^ 

o 

•       • 

h 

S 

•s 

O 

u 

0  ^H 

-*»  49  -*a 
OB    CD    SD 

OB    OB 

a5 

S 

a 

43    4S 

OB    00 

4S 
CD 

Q 

o 
S 

CD   p          O   O   O 

>   "j      >k*^  'M  •P^ 

II 

^  p      3 

ta  r%  > 

©    © 

o 

o;i; 

p 

►  >  >• 

%% 

p  p 

u  p^  S  o 
1      ^ 

e8  cS 

>  > 

2 

S> 

• 

• 

1^ 

ooo 

OO 

mad 

• 

- 

OO 

o 

!s«5a 

SCO 

!^ 

« 

•^ 

s 

SgSg 

o 

O 

gs 

90 

• 
• 

P 

.1^ 

cot* 

00  A 

• 

» 
o 

• 

QQ 

r-t 

SPQ 

«  CO 

• 

• 

< 

• 

o 

•^ 

o% 

09 -^lO 

-^ 

22; 

l-l 

*-^ 

r-«  r-k 

r-4 

302         Clinical  Report  of  the  Rotunda  Hospital. 


OVARIOTOMIES. 

Case  14. — ^Tamonr  was  the  size  of  a  full-time  pregnancy  ;  was 
separate  from  the  uterus  ;  partly  cystic  and  partly  solid  ;  the  solid 
part  resembled  a  foBtal  head  felt  through  liquor  amnii.  The  cyst 
contained  a  large  q^uantity  of  dirty  black  fluid  ;  there  was  no 
trouble  removing  it.     (See  Plate  VIL) 

SALPINGO-OOPHORECTOMIES. 

Case  2. — The  stitches  were  removed  on  the  eighth  day.  During 
the  night  she  had  a  severe  fit  of  coughing,  and  when  seen  in  the 
morning  the  wound  was  found  opened,  the  intestines  having 
escaped  under  the  dressings.  Slie  was  anaesthetised  and  the  dress- 
ings were  removed,  when  it  was  found  that  about  three  feet  of  the 
intestine  was  protruding  and  was  adherent  to  both  skin  and  dress- 
ings. The  adhesions  were  separated,  the  protruding  intestine 
thoroughly  cleansed  with  boric  lotion,  the  abdomen  irrigated  with 
same  lotion,  the  edges  of  the  wound  vivified  and  resutured.  The 
patient  made  an  uninterrupted  recovery. 

Case  4. — ^This  is  a  rare  condition  ;  the  pedicle  was  twisted  three 
times  on  itself,  as  shown  in  illustration.     (See  Plate  VIII.) 

Case  15. — It  was  first  attempted  to  remove  this  tumour  by 
vaginal  cceliotomy,  but  on  account  of  dense  adhesions  the  operation 
was  abandoned,  and  eleven  days  later  ventral  cocliotomy  was  per- 
formed. The  tumour,  together  with  right  tube  and  ovary,  was 
removed,  and  proved  to  be  a  hydrosalpinx  about  the  size  of  a 
kidney.     Convalescence  normal. 

Case  16. — During  the  breaking  down  of  adhesions  which  bound 
a  tumour — probably  a  dilated  tube,  in  Douglas's  pouch — some  pus 
escaped  into  the  pelvic  cavity ;  the  mesentery  was  also  adherent  in 
this  region.  The  tumour  wtis  removed  with  difficulty  along  with 
an  ovarian  cyst,  size  of  an  orange,  and  a  parovarian  cyst  (?)  was 
shelled  out  from  the  posterior  aspect  of  the  right  broad  ligament. 
The  pelvis  was  wiped  out,  Mikulicz  bag  inserted,  and  abdomen 
closed.  After  the  removal  of  the  bag  pus  continued  to  come  from 
the  pelvic  cavity  for  a  considerable  time  and  it  was  found  necessar}' 
to  introduce  a  glass  drainage-tube  to  prevent  the  wound  closing  on 
the  surface.  This  probably  caused  the  development  of  a  faecal 
fistula  which  occurred  a  fortnight  after  tlic  operation.     This  had 


rMTE  VII.   (Diagramm&tic).— OTsrian  Fibro-cystic  Tamoat 
BimolBliDg  Pr^nancy. 


Fmte  VIII, — PyoMlpini  with  tnieted  pedicle. 


Pi^TE  IX.— A  case  o(  Pyoulpinx. 


pLtn  X. — A  CMS  of  Double  Pyoeatpioi  with  Hydatids  of  Morgogui, 


304 


Clinical  Report  of  the  Rotmida  Hospital, 


o 

H 
O 

g 

O 

n 


» 

I 


ared  on  mani- 
lots ;  left  tube 

parotid  gland 
e  hospital  till 

1 
1 
1 

time  owing  to 
oand ;    twelve 

diced  on  third 

ths  afterwards 
Isted  for  more  . 

M 

0 

1 

• 

• 

•0 

g| 

J  si 

a  «  fl 

flSa 

5^  2  S 

• 

1 
1 

! 

043 

1.9 
II 

H 

■*» 

o  S5 

•4* 

eB 

.d 

■49 

1 

1 

« 

§ 

s 

• 

"3 
.§ 

OP 

i*  a     * 

111 

—  "M  ••^ 

a      .49 

a  a  fa 
»§|o 

P 

u 

o 

0 

0 

1 

s 
t 

S  oS 

.1- 
ii 

p 

11. 

Ir 

0  O 

ai. 

la 
a;: 

0  O  1 

0 

1 

CO 

4a   O  ••» 

■49 

1 

1 

1 

% 

"2 

-2 

^ 

•2 

-s 

-s 

•8 

■s 

'2 

1 

u 

u 

hi 

»4 

h 

»4 

Wi 

Ut 

s 

.a 

a 

0 

d 

a 

s 

0 

P 

0 

fc4 

P4 

• 

;:> 

• 

O 

O 

^ 

t 

;; 

a 

o 

• 

• 

« 

o 

1 

•49 

9 

o 

o 

■•a 

49 

■49 

o 

•49 

J. 

0 

o 

.  1 

Hi 

p 

Q 

1^ 

^ 

^ 

P? 

p 

» 

p 

• 

• 

• 

o 

6 

'C 

• 

t 

<^s^« 

^ 

"S 

a 

"^ 

M 

1 

'S 

s 

a 

e 

o 

§ 

s 

s 

•a 

a 

3D 
>* 

S 

a    • 

li 

i 

.£1 

3 

•49 

la 

08 

O 
0 

%5 

-49 

a 

JO 

■49 

9 

i 

is 

O  ^ 

a. 

Is 
ft 

C6P 

& 

n 

Q 

» 

(Vi 

p 

o 

H 

» 

P< 

""-r^ 

QQ 

• 

• 

• 

1:3 

• 

• 

• 

aj  . 

• 

m 

< 

t* 
■^ 

04 

CO 

s 

s 

s 

CO 

S 

CO 
C9 

S 

• 

• 

• 

• 

m 

• 

PQ 

• 

• 

•  • 

i 

» 

PQ 

• 

O 

m 

Ha 

O 

< 

d 

• 

« 

• 

od 

S 

» 

s 

• 

OD 

j4 

• 

• 

o 

1^ 

64 

*3W 

-^ 

to 

«o 

o 

^ 

IH 

Clinical  Report  of  the  Rotunda  Hospital. 


305 


s 
o 

o 

"i 


■? 


o 

s 

9 

H 


go 

c  • 
o  o 

o'g 


^  ■  S 
0       ee 


lis  i 


Is. 

•S5 


5?  a 

)f  9 

o  •— 

.9^ 


•8 


a  a 

*^  s  a 


si 

I" 
»  S4 

If 
is 

8s     "• 
IS 


^ 


% 

IS 


CO    SS 

•*» 

0   O 

«2 

A^ 

'3 

fl 
.s  o 
go 

•*•   _ 

•g  to 

s^ 

-1.1 

M   •   $ 

•a      c^ 

on  h  o 


^S  to 
-   D  « 


o 

a 

& 

0) 

a 


s 


u 

9 

1 


g 

u 


9 

> 


to 

OS 

fl 

4> 
CU 


11 


>  _ 
0  2  0 

9 


C        '^ 


S 

8 

fl 

o 


I- 

•8 


CD 

s 

o  i; 

S'C 
o 


OP 

0 
U 
9 


§. 


9 


S 

9 


1 


1 

0 

o 


S 

0 

o 


0 


0 


o 

a 


n3 

0 


o 

0 

u 


'8 


9 

03 


0 
O 

Q 


0 
o 

Q 


0 
o 

Q 


to 


3 

0 
o 


0 


-i     .s 


fl 


fl«>>> 
o 


H 

fl 


£      1 

O 

i 


1  "Cm 

II        H       ll 


o 


«S        fl 


a 


o 
fl 


.0 

0 

o 


.2J  b 


n 


9 


pO 

0 
o 


fl 
9 

fl 


9 


-a 


-a 


s  s     s 


s 


•si 
It 

OB    «B 

O 


o 

fl 

flB 


^  I 

2  i 

0  s 

-»»  0 

.2  <§ 


o 
fl 

'CB 
fl 

? 

is 
5.2 


1 


'd 

6 


I 


m 


s     s 


eo 


o 
00 


o 


«o 


m 


09 


$3 


• 

<1 


ao 


• 


^    ^    S       S 

CO        M        CQ  OS 


of 


o 


0« 


U 


:^)         Clinical  Report  of  the  Rotmvda  Hospital. 


o 


n 


OS         1 

\ 

■ 

a 
«A 

s 

8 

red  and 

daring 

rtrophy 

patated 

1 
I 

■s 

0 

QQ 

Ja 

• 

1 

• 

• 

'S 

a 
o 

• 

.2 

> 

0 

o 

1 

1 

lis: 

OB 

> 

o 
hi 

t 
eu 

s 

1. 

< 

§ 

S 

i 

■ 

P3 

1 

4»    OS 

• 

OB 

5 

1 

S0«Si^ 

>% 

>* 

o  S 

>«fl 

P 

P4 

a  s-3    s. 

1 

i 

6| 
a  o 

as 

U3 

1 

i 
1 

.s 

1 

TV 

§1 

§ 

a 
.a 

1 

1 

i 

.9 

1 

1 

li 

•§5 

o  o 

|g2"S.S 

• 

• 

•2 

• 

ex 

• 

• 

QQ 

3 

-s 

1     <s 

*i 

b 

»4 

M 

(U 

&« 

M 

p^ 

a 

a 

s 

s 

.S; 

0 

0 

;;> 

O 

O 

::> 

Q 

::> 

o 

• 

• 

• 

• 

s" 

• 

• 

nditlon 

•  . 

• 

*S 

• 

-3 

• 

as 

:    5 

J8 

s 

"H* 

.55 

.a 

§ 

o 

43 

% 

'I* 

1 

a 

U3 

1 

» 

a 

Disci 

a 

1 

8 

1 

3 

d 

o 

9 

' 

;> 

> 

p 

> 

^3 

S 

S 

s> 

• 

• 

• 

• 

• 

• 

1^ 

QQ 

-< 

c5' 

_  _ffc 

• 

oT 

ccT 

eT 

8" 

■ 

«d 

eo 

w 

eo 

04 

o 

1 
55 

• 

q6 

• 

^ 

m 

(4 

eo 

• 

•* 

• 

• 

>9 

> 

o 

»• 

>!; 

• 

Clinical  Report  of  the  Rotuiida  Hospital.        307 


• 

ove  the 
mpt  at 

break- 
lied  by 

o 

■^1 

51 

1 

1 

•Stz; 

q 

ons. 
e,  con 

••14 

•••4 

9  Q 

Hi 

• 

a 
.58 

u  S 

5S 

HI 

^ 

o:g 

si§ 

(Vi 

*•! 

H  tt » 

■ 

• 
GO 

pelvis 
really  { 

r  old,  fi 

freeh 
indagei 

S 

^ 

I  the 
nivei 

i 

-Q 

a  p 

S  q,^ 

*  VA 

• 

X 

s 

04 

* 

bdomen  opened  and 
Vide  in/rat  under  ** 

umonr  extended  fro 
umbilioas,  and  was 
removal. 

andas  bound  to  rect 
ing  these  down  ther 
continuous  suture. 

■s 
1 

1 

1 

-< 

H 

Pm 

1 

• 

m 

« 

• 

1 

a> 

1 

• 

00 

.9 

> 

• 

• 

OB 

0 

• 

H 

.a 

1 

•«4 

1 

£ 

.1 

c- 

^ 

i    s 

•a 
S. 

•2 

s 
o 

s 

etrovers 

s 

0 

9 

i 

s 

1^ 

.9 

s 

1 

S§ 

0 

9 

a 

^ 

■a 
a 

r 

! 

1 

1 

• 

• 

if 

• 

8^ 

• 

n 

■ 

1 

1 
1 

( 

( 

1 

• 

• 

• 
O 

o 

—              — 

-  .._ 

- 

—      ■« 

vH 

0<l 

CO 

^ 

308         Clinical  Report  of  the  Rotunda  Hospital. 


pq 

< 


X! 


pa 

< 


Q 


o 

o 


s 


< 


\c 


o 
S5 


o 

a 

2 

pq 


J4 

o 

QQ 


>> 

>> 

g 

s 

o 

O 

•4^ 

•ti 

s 

s 

M 

h 

^ 

5 

0 

00 

P^ 

>^ 

f 

X 

fl 

fl 

cB 

«B 

^ 

Ph 

a 

o 
S 


90 


a 


s 


c 
.2 
o 


0 
O 


CD 

a 


6 

o 


a 

S. 

o 
QQ 


0 
O 

S 

0 

04 


OB 
*S 

cB 
»i« 
eB 
O4 

•*» 

OP 
4> 


S 


a 
Q 


CD 

S.  X3ti 

P  s 

u  fl 

^  c 

D  C 

H 


a 

cB 


3ophorec 

s 
1 

• 

0) 

.a 

0 

4 

a 

• 

9 

t 
1 

11 

B 
S 

•H 

» 

1 

2^ 

$ 

a 

Q 

<<j 

0 

s 

o 


00 

a 

eB 
Ph 


a 

o 

•a      .13 


d 

o 
_     •** 

oB       '^ 


oB 

a 

o 

a 


a 


u 

a 


0 

o 

a 

p 

9 

p 

8 

-*» 

•3 


s 

p 

eB 

I 


■49 
P 

eB 

i 


•3 

a 

a 

o 

2 


a  a  a  cr;  ^* 


CO 


00 


C<1 


€4 


fe     g     Pm     ^     Ph 
«        .     S     W      S 


a 


^       H^       Q 
a'      P$      nd 


^        04        CO 


la 


CD 


Clinical  Beport  of  the  Rotunda  Hospital.        309 

Exploratory  (Table  VIII.) 

Case  4. — Patient,  on  admission,  complained  of  pain  in  lower 
abdomen,  increasing  in  severity,  also  frequency  of  micturition 
accompanied  by  bearing-down  pain  and  blood  in  the  urine.  There 
-was  some  oedema  of  extremities.  She  had  ceased  menstruation  for 
eight  years.  On  examination,  under  an  ansesthetic,  the  uterus  was 
found  to  be  very  small  and  movable.  To  the  right  of  it  and 
slightly  in  front  there  was  a  hard  irregular  swelling  about  the  size 
of  a  hen*s  egg  adherent  to  the  vaginal  vault  and  probably  extra- 
peritoneal. An  irregularity  could  be  felt  in  the  posterior  wall  of 
the  bladder,  and  the  catheter  came  away  full  of  almost  pure  blood. 
An  exploratory  ventral  cpellotomy  was  performed,  when  it  was  found 
that  uterus  and  appendages  were  atrophied.  To  the  right  side,  and 
adherent  to  the  wall  of  the  pelvis,  to  the  vaginal  wall,  and  to  other 
structures,  a  hard  mass  as  large  as  a  pigeon's  egg  was  found.  It 
was  impossible  to  remove  this,  and  the  abdominal  wound  was 
closed  with  the  intention  of  doing  a  vaginal  operation  later  on,  on 
the  supposition  that  the  hard  mass  was  a  calculus  impacted  in  the 
ureter,  which  was  considerably  dilated  above  it.  A  colpotomy 
was  performed  twenty-one  days  later,  but  it  was  again  found  to 
be  impossible  to  remove  the  mass  and  the  patient  was  returned  to 
1>ed.  On  discharge  patient's  bladder-symptoms  were  considerably 
improved, 

DEATHS. 

Case  1. — ^This  patient  was  operated  on  previous  to  Nov.  1st, 
1896 ;  but  as  her  death  occurred  on  Nov.  7th  we  have  included 
her  in  our  mortality  table.  A  vaginal  hysterectomy  was  attempted, 
but  owing  to  a  large  number  of  adhesions  it  was  not  proceeded 
with,  and  the  operation  had  to  be  completed  by  a  ventral  hysterec- 
tomy. Patient  lost  a  considerable  amount  of  blood,  got  uncon- 
trollable diarrhoea  in  addition  to  bronchitis,  and  died  ten  days  later. 
There  was  no  peritonitis. 

Case  2. — With  a  history  of  three  years'  growth,  the  tumour 
reached  almost  to  the  ensiform  cartilage,  filling  the  pelvis  and 
abdotfien ;  it  vi^eighed  16  lbs.  The  patient  had  been  suffering  from 
menorrhagia  for  some  months  previous  to  operation,  and  her  con- 
dition was  low.  The  operation  was  not  diiiicult,  but  the  patient 
could  not  stand  the  shock,  and  died  fifteen  minutes  after  being 
put  to  bed. 
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Casis  3. — Complaininf)^  of  menorrhiigia  and  dysmenorrhoea,  she 
was  curetted  on  Jan.  25,  1897,  and  as  a  considerable  quantity  of 
thickened  endometrium  was  brought  away  with  the  curette  iodine 
was  injected.  The  temperature  commenced  to  rise  on  the  next 
day,  and  reached  107*8°  F.  with  a  pulse  of  130  on  the  fifth  day. 
Notwithstanding  uterine  douching,  and  plugging  with  iodoforni 
gauze,  the  patient  died  on  the  sixth  day.  Post-mortem  showed  no 
pathological  change  except  in  the  spleen,  which  was  large  ami 
hard,  and  contained  a  small  infarct. 

Case  4. — For  the  past  four  months  she  had  almost  continuous 
haemorrhage  and  severe  pain ;  her  uterus  was  myomatous,  an 4 
both  tubes  enlarged.  On  opening  the  abdomen  the  pelvic  contents 
were  found  universally  adherent.  Many  of  these  adhesions  were 
broken  down,  and  both  tubes  and  ovaries  removed.  Two  day^ 
later  patient  commenced  to  vomit.  Vomiting  became  incessant, 
the  bowels  could  not  be  moved,  and  the  abdomen  became  tympar 
nitic.  Intestinal  obstruction  was  diagnosed,  and  when  the 
abdomen  was  re-opened  a  coil  of  intestine  was  found  bound  down 
by  a  band  of  adhesions  causing  complete  obstruction;  this  wiis 
separated ;  she,  however,  did  not  recover. 

Case  5. — ^This  patient  was  admitted  to  hospital  with  acute 
general  peritonitis;  temperature,  103"2°F. ;  pulse,  120.  There 
was  an  old  prolapse  of  the  uteru«,  with  a  sloughing  ulcer  on  the 
cervix.  The  uterus  was  explored  with  a  curette,  and  found  empty. 
After  consultation  it  was  decided  to  open  the  abdomen  and  wash 
out  the  peritoneal  cavity  as  a  dernier  reasort.  In  addition  to  general 
peritonitis  the  abdonien  was  full  of  fluid  and  lymph,  which  was 
washed  out,  the  abdomen  closed,  and  a  drainage  tube  inserted . 
Patient  died  the  same  nisht. 

Case  6. — Tumour  was  the  size  of  a  full-time  pregnancy,  and 
before  it  could  be  removed  from  the  abdomen  twenty-two  cystji 
were  opened  and  evacuated.  There  were  several  adhesions  binding 
the  tumour  posteriorly ;  there  was  a  large  cyst  found  adherent  in 
Douglas's  pouch,  and  this  was  opened  and  removed.  The  tempera- 
ture commenced  to  rise  immediately  after  the  operation,  but  never 
exceeded  101'6®F.  Pulmonary  symptoms  supervened;  she  was 
seen  in  consultation,  and  septic  pneumonia  was  diagnosed.  She 
died  on  the  eighth  day. 

Care  7. — Myomatous  uterus    extending    to    umbilicus,    and 
causing  oedema  of  lower  extremities  and  difficulty  of  micturition. 
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Patient  took  the  anaesthetic  badly,  in  consequence  of  which  there 
was  considerable  handling  of  intestines.  On  the  fourth  day  she 
became  very  restless,  ana  suffered  from  hiccough,  but  there  was 
no  Tomiting ;  the  bowels  could  not  be  moved.  She  died  the  next 
day.  Temperature  and  pulse  normal.  The  post-mortem  examina- 
tion revealed  nothing  abnormal;  the  intestines  were  greatly* 
distended  with  gas. 

Cask  8. — Myomatous  uterus  extending  almost  to  the  ensiform 
cartilage,  causing  persistent  and  excessive  haemorrhage.  She  was 
extremely  anaemic  from  the  continuous  loss  of  blood  extending 
back  for  nearly  twelve  months,  and  had  suffered  from  menorrhagia 
for  the  previous  two  years.  The  usual  o[)erative  procedure  for 
panhysterectomy  was  followed,  but  the  loss  of  blood  during  the 
operation  proving  too  much  for  her,  she  gradually  collapsed,  and 
died  just  at  the  conclusion  of  the  operation. 

Cask  9. — ^Tbis  patient  was  admitted  with  a  temperature  of 
103'4°F.,  pulse  140,  five  weeks  subsequent  to  confinement,  with  a 
history  of  ^*  fever  ^  and  rigors  from  that  time.  The  temperature 
continued  high,  and  there  was  considerable  abdominal  swelling; 
from  which  the  uterus  was  free.  The  swelling  extended  from 
above  the  pelvic  brim  to  midway  between  the  umbilicus  and 
ensiform.  On  opening  the  abdomen  a  large  quantity  of  foul- 
smelling  pus  ^escaped  (about  three  pints) ;  the  intestines  were 
adherent  to  the  abdominal  wall,  and  in  making  the  incision  a  coil 
of  the  small  intestine  was  opened  and  was  stitched.  The  patient 
progressed  favourably  for  a  fortnight  after  the  operation,  the  cavity 
continuing  to  discharge  thin  pus.  The  wound,  except  at  the  point 
of  drainage,  healed  by  first  intention.  At  the  end  of  this  time  she 
began  to  complain  of  persistent  neuralgia  in  the  head,  with  marked 
slowing  of  the  pulse.  The  neuralgia  would  not  yield  to  any  treat- 
ment, the  temperature  began  to  rise,  and  the  urine  was  highly 
albuminous.  She  continued  to  get  worse,  and  four  weeks  after  her 
operation  the  note  recorded  as  to  her  condition  is  as  follows : — 
*'  The  fMitient  has  been  in  a  semi-comatose  condition  for  the  last 
twenty-four  hours,  has  ptosis  of  the  right  lid,  strabismus,  nystagmus 
and  paralysis  of  the  left  side  of  her  body,  the  bowels  have  not 
acted  for  several  days,  and  the  enemata  administered  have  not 
been  retained."  She  died  the  succeeding  day.  PoA-moriem  exami- 
nation showed  general  tubercular  peritonitis,  with  the  abdominal 
contents  matted  together..    On  the  right  side  the  tube,  which  was 
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much  distended  with  pus  and  7^  inches  long,  opened  into  an 
abscess  cavity  in  the  right  lumbar  region.  The  left  tube,  also 
distended  with  pus  and  of  almost  a  similar  length,  was  adherent  to 
a  coil  of  intestine  in  the  pelvis,  where  it  had  ruptured,  allowing  a 
large  quantity  of  thin  pus  to  escape.  Permission  could  not.  be 
obtained  to  open  the  cranium. 


Dr.  Macan  said  that,  as  an  old  Master,  he  would  like  to  offer 
his  congratulations  to  Dr.  Purefoy  upon  the  success  of  his  first 
year.  He  did  not  agree  with  Dr.  Purefoy  in  his  four  hours* 
teaching  of  putting  on  forceps  in  the  second  stage.  He  thought 
that  every  student  should  be  given  absolute  indications  for  putting 
on  forceps.  If  the  head  was  already  far  down  in  the  pelvis,  the  os 
fully  dilated,  the  occiput  turned  towards  the  front,  and  the  outlet 
not  very  narrow,  the  forceps  would  do  no  harm.  Most  authorities 
now  recognised  that  the  application  of  the  forceps  is  a  bloody 
operation  ;  there  is  a  good  deal  of  tearing  and  haemorrhage  caused 
by  them.  Regarding  the  case  recorded  where  a  woman  had  four 
dead-born  children,  the  fifth  a  breech  and  living  child,  and  now  in 
sixth  labour,  he  himself  would  have  turned  it  into  a  breech  instead 
of  performing  perforation  and  craniotomy.  As  regards  rupture  of 
the  uterus,  it  was  sometimes  caused  by  attempting  to  pass  in  the 
hand  in  case  of  a  shoulder  presentation  when  the  child  was  dead. 
As  regards  jnorbidity,  the  limit  of  normal  during  his  Mastership 
was  100*4,  instead  of  lOO'S  as  at  present.  The  total  monthly 
morbidity  was  given,  but  not  the  percentage  of  the  cases,  and, 
therefore,  it  did  not  help  much  unless  the  number  of  patients 
delivered  in  the  month  was  stated.  He  saw  in  the  Report  no 
mention  of  cases  of  accidental  haemorrhage  where  the  membranes 
were  ruptured.  Such  cases  were  very  troublesome,  and  difficult  to 
treat.  Cases  where  the  membranes  were  still  intact  were  ti'eated 
by  plugging  the  vagina,  and  perhaps  even  the.  cervix,  but  in  the 
serious  cases  plugging  would  only  inci*ease  the  internal  haemorrhage. 
Nor  would  the  application  of  a  tight  abdominal  band  and  a  vaginal 
plug  be  sufficient.  He  was  tolerably  content  with  the  treatment  of 
eclampsia  by  chloroform  and  chloral  hydrate  in  large  doses.  There 
was  no  objection  against  morphia  as  well.  In  the  reported  case 
where  morphia  was  given  by  Dr.  Purefoy,  why  was.  not  more 
morphia  still  given,  seeing  that  the .  patient  was  maniacal  ?  He 
thought  that  the  essential  treatment  by  morphia  was  to  give. very 
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large  doses  so  as  to  prevent  convulsions ;  three  grains  a  day  might 
be  given.  Regarding  incabators,  Anvard's,  and  afterwards  Hear- 
flon'g,  were  used  in  the  Rotunda.  He  asked  what  were  the  modern 
improvements  in  incubators  ? 

Dr.  a.  Smith  said  that  in  the  application  of  forceps  the  time 
test  was  very  limited  and  begs  the  question ;  the  condition  of  the  parts 
must  be  normal.  The  proper  tests  were  conditions  on  the  pa^'t  of 
the  mother  and  conditions  on  the  part  of  the  child.  If  the  mother's 
temperature  was  raised,  and  pulse  quick,  or  if  the  chUd  showed  pressure 
effects,  such  as  quickening  or  slowing  of  heart,  and  meconium  pass- 
ing away,  with  vertex  presenting,  the  forceps  should  be  used.  In 
the  Report  it  was  an  interesting  point  that  in  each  case  of  accidental 
hiemon'hage  strong  labour  pains  were  present  The  patients  had  strong 
labour  pains,  or  the  pains  came  on  after  treatment,  such  as  plugging. 
Was  the  plugging  in  these  cases  the  cause  of  strong  labour  pains 
or  not  ?  In  the  case  of  eclampsia  he  did  not  think  that  the  morphia 
had  been  administered  in  the  proper  method,  nor  was  it  Veit's 
method. 

Dk.  Smyly  was  struck  at  the  steady  increase  in  the  deliveries  in 
the  Rotunda.  There  was  also  a  decrease  in  the  mortality,  mainly 
due  to  antisepsis  and  asepsis,  but  also  due  to  the  discipline  in  the 
hospital.  Results  in  private  practice  were  not  at  all  commensurate 
with  those  in  hospital  practice,  chiefly,  he  thought,  due  to  the  rules 
being  carried  out  in  a  perfunctory  manner.  Regarding  mortality, 
in  contrast  to  the  results  of  late  years,  he  read  the  following  from 
an  old  Rotunda  Hospital  Report : — 

In  1869  there  were  1,159  deliveries  with  25  deaths. 
„  1870  „         1,087  .,  27       „ 

„  1871  „         1,161  „  33       ., 

„  1872  „         1,193  .,  20      „, 

„  1873  „         1,191  „  32       „ 

„  1874  „         1,236  „  15       „ 

The  indication  for  the  use  of  forceps  was  a  very  great  difficulty. 
If  everything  was  favourable,  it  was  cruelty  to  leave  the  woman  to 
suffer  longer  than  was  necessary.  He  believed  that  in  rupture  of  the 
uterus  the  classical  symptoms  were  frequently  absent,  giving  one 
remarkable  case  to  illustrate  this.  He  had  never  found  rise  of 
temperature  much  of  an  indication  for  the  use  of  forceps,  as  rises 
of  temperature. were  generally  due  to  vaginal  examinations.  He 
did  noi  see  why  a  macerated  foetus  should  cause  a  rise  of  tempera- 
ture as  slated  in  the  Report. 
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Dr.  E.  Hastings  Twkkdy   was   glad   that   Dr.  Purefoy   was 
against  the  use  of  the  curette  in  the  treatment  of  abortion,  as 
advocated  by  one  speaker  at  the  last  meeting.     The  curette  was 
apt  to  scrape  away  the  muscular  tissue  and  leave  placental  tissue- 
behind. 

Dr.  F.  W.  Kidd  said  that  formerly  the  fact  of  a  man  being- 
master  of  a  lying-in  hospital  was  against  his  private  practice  on  • 
account  of  his  being  daily  in  touch  with   septic   eases.     Now, 
however,  as  shown  by  statistics,  a  lying-in  hospital  was  the  safest 
place  for  a  woman  to  be  delivered  in.     He  thought  there  was  some ' 
serious  mismanagement  in  connection  with  private  cases,  probably - 
because  the  nurse  did  not  carry  out  the  rules  as  she  would  under 
a  matron  in  hospital.     With  regard  to  the  use  of  forceps  he  would 
steer  a  middle  course  and  would  not  adopt  the  four-hour  system, 
nor  would  he  leave  a  woman  in  labour  for  36  or  48  honrs,  simply 
because  no  indication  arose.     Certainly  it  destroyed  the  patient's' 
powers  of  resistance.     Regarding  the  removal  of  retained  mem- 
brane.s,  not  accompanied  by  haemorrhage,  he  thought  it  better  not' 
to  introduce  the  hand  to  remove  such. 

Dr.  Purefoy,  in  reply,  faid  that  he  did  not  adhere  very  strictly 
to  the  four  hours  second  stage  limit,  and  the  application  of  forceps 
was  carried  out  with  due  regard  to  the  other  conditions  present. 
Laceration  and  subsequent  haemorrhage  were  not  so  frequent  as  Dr. 
Macan  led  one  to  believe.  He  believed  that  lesser  degrees  of 
rupture  of  uterus  occur  which  pass  unobserved  at  the  time. 
Regarding  the  particular  case  of  rupture  of  uterus  reported,  the- 
patient  was  carefully  watelied,  and  the  fact  that  she  had  been 
delivered  on  a  previous  occasion  gave  him  hope  that  by  allowing 
time  for  the  head  to  mould,  the  patient  would  be  all  right.  The 
process  of  rupture  is  very  slow  in  such  cases,  and  until  the  tissues 
are  actually  worn  through,  serious  collapse  does  not  arise. 
Regarding  morbidity  and  range  of  temperatui-e,  he  believed  that 
the  range  of  temperature  was  that  accepted  in  other  institutions* 
and  was  that  accepted  in  Winckel's  book.  Concerning  accidental 
haemorrhage  he  fully  agreed  with  Dr.  Macan.  In  bad  cases  he 
thought  he  would  use  a  tampon,  in'  order  to  excite  uterine  action. 
The  best  treatment  of  such  cases  was,  he  thought,  still  an  open 
question.  He  thought  chloroform  in  the  treatment  of  eclampsia 
more  valuable  than  Dr.  Sroyly  was  inclined  to  admit.  Venesection 
in  some  cases  was  useful.  He  rather  dreaded  chloral  hydrate  in 
the  doses  commonly  recommended.     If  he  used  morphia  he  gave 
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first  of  all  a  large  dose,  and  a  somewhat  smaller  dose  repeated  in 
about  two  hours,  or  a  shorter  interval  if  the  symptoms  were  severe. 
If  the  first  dose  ameliorated  symptoms,  the  second  dose  was  post- 
poned. In  the  .recorded  ca<ie  no  eclamptic  seizures  occurred  after 
the  administration  of  morphia,  and  the  maniacal  condition  was  not 
formidable  to  life.  He  thought  that  an  elevation  of  temperature 
occurred  tolerably  often  in  cases  of  macerated  fa'tus. 


AN  UNUSUAL  CASE  OF  H.EMATOMA  VAGINiE. 
By  henry  JELLETT,  M.D.  (Dubl.  Univ.),  M.R.C.P.I. ; 

Assistant  Master,  Botanda  Hospital. 
[Read  in  the  Section  of  Obstetrics,  May  27, 1898.] 

The  followinfir  case  of  hceniatcyina  vdgin/c,  occurring  piwious 
to  the  onset  of  labour,  may  be  of  interest.  I  do  not  think  a 
similar  condition  has  been  described  before. 

Case. — Mrs.  M*C.  was  admitted  to  the  Rotunda  Hospital  on 
December  24th.  She  stated  that  she  was  more  than  eight 
months  pregnant,  and  that  a  swelling  had  come  down  through 
the  vulva  during  the  last  few  days.  Thinking  that  it  w^as  pro- 
bably a  case  of  prolapse  of  the  cervix,  I  had  her  brought  into  the 
surgery  for  examination.  The  condition  then  found  w^as  as 
follows : — A  dark  purple  mass  with  a  sloughing  surface  was 
protruding  through  the  vulva.  It  measured  about  four  inches 
in  its  greatest  length,  which  lay  parallel  with,  and  midway 
between,  the  labia ;  and  from  side  to  side  it  measured  about  two 
inches.  It  was  firm  in  consistency,  apparently  composed  of 
coagulated  blood,  and  covered  with  thrombosed  veins.  On 
making  a  vaginal  examination  the  tumour  was  found  to  spring 
from  the  posterior  vaginal  wall,  or,  perhaps  I  should  rather  say, 
to  be  the  everted  posterior  vaginal  wall,  and  on  drawing  the 
tumour  downwards  the  normal  tissue  above  it  could  be  brought 
into  view.  On  passing  the  finger  into  the  rectum  the  latter  was 
found  to  bulge  into  the  base  of  the  swelling.  It  was  obvious, 
then,  that  the  enlargement  had  been  caused  by  the  rupture  of  a 
vein  beneath  the  posterior  vaginal  wall.  The  escaped  blood 
clotted,  and  so  checked  further  haemorrhage,  but  by  its  weight 
caused  the  vaginal  wall  to  prolapse  and  so  form  a  rectocele.  In 
this  connection  I  may  mention  that  the  patient  expressly  stated 
that  she  had  had  no  previous  prolapse  of  either  vaginal  wall. 
The  uterus  was  about  the  size  of  a  full  term  pregnancy,  and 
there  was  a  great  mass  of  varicose  veins  covering  the  labia. 
The  patient  could  give  no  account  of  the  origin  of  the  tumour, 
except  that  she  had  found  it  there  three  days  previously. 
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As  the  mas8  was  completely  strangulated  and  was  com- 
mencing to  slough,  I  thought  the  best  course  was  to  remove 
it.  This  w^as  easily  done  by  making  an  elliptical  incision  at 
either  side  at  the  margin  of  the  healthy  tissue.  The  mass 
was  then  detached  by  pushing  the  rectum  off,  it  with  the 
finger.  The  haemorrhage,  which  w^as  very  free,  was  temporarily 
checked  by  an  assistant  seizing  between  his  fingers  the  vaginal 
wall  at  the  upper  angle  of  the  mass.  The  edges  of  the  incision 
were  then  brought  together  by  means  of  a  continuous  suture, 
which  also  took  uj)  the  raw  surface  between  them.  This 
finally  checked  the  haemorrhage,  and  the  result  was  similar  to 
that  after  a  posterior  colporrhaphy.  I  removed  the  sutures 
on  January  the  4th,  the  tenth  day  after  the  operation,  jind 
the  wound  was  then  well  united.  On  January  8th  the  patient 
came  into  labour,  and  Was  delivered  of  a  full  term  child. 
There  was  no  haemorrhage  to  signify,  and  no  attempt  at  the 
formation  of  another  hscmatoma,  but  the  cicatrix,  which  was 
too  recent  to  be  very  firm,  gave  way,  and,  consequently, 
required  re-suturing.  The  patient  had  a  normal  puerperium, 
and  left  the  hospital  perfectly  well. 


SECTION    OF   PATHOLOGY. 


A  CASE  OF  HYPERTROPHIC  OSTEO-ARTHRO- 
PATHY,  DUE  TO  COMBINED  TUBERCLE  AND 
CANCER  OF  ONE  LUNG. 

Br  JOSEPH  O'CARROLL,  M.D.,  F.R-CP. ; 

PhydcuA  to  the  Kichmood,  Wfaitworth  and  Hardwieke  Hospitols ; 

Physician  to  the  Children's  HospitaL 

[Read  in  the  Section  of  Pathology,  November  5, 1897.] 

After  the  oixliuarv  i)erio(l  of  growth  which  ends  hi  complete 
manhood,  further  increase  in  the  size  of  organs  or  other  p^rts 
mav  occur  as  a  result  of  various  causes.  Some  of  these 
further  developments  answer  to  increased  use  or  function; 
others  are  morbid,  the  conseiiuence  of  local  or  remote  disease. 
Among  the  morbid  forms  of  overgrowth  come  various  enlarge- 
ments of  the  limbs — such  as  simple  gigantism,  acrom^aly, 
and  tliose  resulting  from  chronic  jnilmonary  disease,  and 
}H?rliaps  other  causes  not  fully  recognised  or  miderstood. 
The  case  I  put  on  record  is  an  example  of  hypertrophic 
osteo-arthropathy,  associated  with  j)ulmonary  disease,  with 
.such  iidditional  interest  as  <ittaclies  to  the  fact  that  the  lungs 
were  invaded  by' a  combination  of  tubercle  and  cancer. 

History. — P.  M.,  aged  forty-eight,  about  68  inches  high,  for  the 
past  thirty  years  a  fireman  in  the  Dublin  gas-works,  was  admitted 
to  the  Richmond  Hospital  under  my  care  on  Aug.  14th,  1896,  and 
he  died  there  exactly  a  year  and  a  day  later.  He  complained  at 
first  of  pains  in  his  joints,  especially  the  wrists  and  knees,  which 
had  troubled  him  for  eight  or  nine  months,  and  most  in  wet 
weather.  He  had  had  a  severe  haemoptysis  about  a  year  before  be 
came  to  us,  and  this  had  been  followed  by  a  cough  which  he  had 
never  got  rid  of. 


Bv  Dtt,  O'Carroll.  319 

On  admission  it  was  noticed  that  his  hands  and  feet  were  unduly 
large,  the  wrists  and  ankles  were  proportionally  still  larger,  and 
were  rounded  and  shapeless ;  the  knees  also  were  somewhat  broad. 
The  face  showed  no  disproportionate  growth  of  any  part>  such  as 
bccuFB  in  acromegaly,  and  examination  of  the  eyes  by  Dr.  Swanzy, 
who  has  written  so  well  on  this  subject,  revealed  no  symptom 
soggestive  of  pituitary  hypertrophy. 

Examination  of  the  chest  revealed  an  abnormal  condition  of  the 
upper  half  of  the  left  lung,  which  thenceforth  may  be  said  to  have 
passed  through  many  diagnostic  vicissitudes.  It  was  at  first  dis- 
tinguishable from  the  emphysematous  right  lung  by  its  faint 
breath-sounds  and  lack  of  percussion  resonance.  Some  chronic 
consolidation  was  guessed  at.  Some  time  later  it  was  decided  to 
be  cancerous  because  of  greatly-increased  dulness  and  resistance  of 
the  upper  intercostal  spaces.  Then  it  became  resonant  and  flattened, 
and  gave  all  the  signs  of  tubercular  excavation  except  the  bacilli 
in  the  sputum,  which  were  searched  for  a  few  times  and  not  found. 
Finally,  the  diagnosis  of.  a  malignant  neoplasm  was  resumed,  when 
it  was  seen  that  the  ribs  in  the  left  axillary  region  were  manifestly 
the  scat  of  a  new  growth. 

Necropsy. — Brain  not  examined ;  left  lung  consisted  practically 
of  a  thin  bag  of  lung  tissue  firmly  adherent  throughout  to  the 
parietes,  and  containing  in  its  centre  about  a  litre  of  pus.  The 
wall  of  this  huge  abscess  was  cheesy,  and  the  cavity  was  bridged 
in  several  places  by  cords  which  were  found  on  section  to  be  blood- 
vessels with  caseating  walls.  The  right  lung  was  large  and 
oedematous,  but  not  diseased.  The  3rd,  4th,  and  5th  ribs,  and  the 
corresponding  intercostal  spaces,  were  occupied  midway  between 
the  angles  and  the  cartilages  by  a  tumour  measuring  about  three 
inches  each  way,  projecting  into  the  thorax  and  outwards  under 
the  skin.  The  left  kidney  was  also  reduced  to  being  a  bag  of  pus ; 
the  ureter  was  dilated  in  its  upper  half,  and  at  its  middle  was 
lodged  a  stone  about  12  mm.  long  by  5  mm.  thick.  The  other 
organs  were  normal. 

Microscopic  examination  made  by  Professor  0*Sullivan: — 
*^  The  tumour  of  the  ribs  was  a  carcinoma,  with  large  alveoli  and 
irregular,  partly  degenerated  cells.  Various  sections  through  the 
lung,  at  some  distance  from  the  root,  showed  a  similar  cancer  side- 
by-side  with  tubercular  changes,  the  cancer  being  the  more  promi' 
nent.    A  bronchial  gland  showed  cancerous  and  tubercular  change 
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in  the  same  section."     A  dissection  of  the  limb  lesions  was  not 
permitted. 

The  pliotograpli  of  n  cast  of  the  man's  hand  shows  fairly 
well  the  bulbous  fingers,  but  it  fails  to  show  satisfactorily  the 
rounded  or  square  section  of  the  wrist,  which  was  almost  as 
thick  from  front  to  back  as  from  side  to  side.  The  measure- 
ments  weix?  3^  inches  from  side  to  side,  and  2^  inches  from 
front  to  back.  I  regret  that  I  had  not  a  skiagraph  taken ; 
it  would,  perhaps,  have  given  some  information  as  to .  the 
tissues  involved  in  the  hypertrophy. 
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INTRA-OCULAR    FOREIGN    BODY. 
By  ARTHUR  H.  BENSON,  F.R.C.S. ; 

Siirg«OD,  Royal  Victoria  Eye  and  Ear  Hospital,  Dublin  (St  Mark's)  ; 
Ophthalmic  Surgeon,  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Pathology,  December  3, 1897.] 

The  case  wlxicli  I  present  is  of  interest,  as  showing  how  a 
foreign  body  can  become  encapsuled  within  the  globe.  A 
man,  age* I  sixty-nine,  who  was  admitted  to  St.  Mark's  Hospital, 
November  9th,  1897,  stated  that  14  years  previously  he  had 
l)een  struck  by  a  splinter  of  iron  in  his  left  eye,  which  became 
blind,  but  that  it  had  caused  no  annoyance  or  pain  to  him  until 
very  recently,  when  it  got  red,  inflamed,  and  terribly  painful. 
Wlien  first  seen  by  me  the  left  eye  was  very  painful — tension 
-|-  1  or  more,  and  vision  =  0.  There  was  considerable  zonular 
vascidarity,  and  no  illumination  of  the  fundus  coidd  be 
obtained.  There  was  iridodonesis,  probably  due  to  dislocation 
of  the  lens,  and  through  the  transparent  cornea  could  be 
seen,  in  the  anterior  chamber,  floating  about  in  the  aqueous, 
a  little  spongj -looking  mass,  about  2  mm.  in  diameter,  and  of 
a  rusty  colour.  This  could  still  be  seen  in  the  hardened  eye 
through  the  transparent  cornea,  as  the  specimen  was  pre- 
•  served  in  a  1  per  cent,  f onnol  solution.  On  exiimination  I 
could  find  no  nebula  of  the  cornea,  or  mark  on  the  sclerotic 
indicating  that  any  foreign  body  had  ever  penetrated  the  globe. 
The  eye  was  enucleated,  because  it  was  blind  and  verj'  painful ; 
i  and  it  was  only  on  looking  at  the  globe  after  its  removal  that 
a  little  black  hemispherical  tumour  was  seen  on  the  sclerotic, 
about  the  size  of  a  grain  of  No.  1  shot.  This  I  took  to  be  a 
sarcoma  protruding  through  the  sclerotic,  forgetful  of,  or 
discrediting  the  histoiy  of,  the  in  jury  fourteen  years  ago. 
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The  globe  unopened  was  hardened  in  1  j^er  cent,  solution  of 
formol  and  given  to  Professor  Scott,  and  it  was  only  when 
he  tried  to  make  a  section  of  the  tumour  that  he  found  that 
it  was  bv  far  the  hardest  tumour  he  had  ever  tried  to  cut, 
and  no  wonder,  for  it  contained  in  its  centre  a  mass  of  iron, 
wliich  must  liave  lain  buried  in  tlie  eye,  encapsuled,  for  four- 
teen years.  The  symptoms  were,  therefore,  liot  due  to  a 
sarcoma,  but  to  a  foreign  body  enqapsuled  in  tlie  sclero-choroidal 
layers,  and  the  tumour  which  protruded  from  the  surface  of 
the  sclerotic  was  but  the  thinned  and  pigmented  wall  of  the 
.capsule  which  contained  the  iron,  and  on  the  inside  of  the 
globe  a  corresponding  protrusion  of  the  choroid  was  visible. 
The  iron  had  not  changed  to  rust,  and  still  retained,  after 
fourteen  years,  its  magnetic  qualities. 


Professor  Bennett,  in  referring  to  Mr.  Benson's  case,  said 
that  it  reminded  him  of  a  case  formerly  under  bis  care.  A  man 
bame  to  hospital  with  a  tumour  on  his  forearm,  which  was  rather 
recent  in  development.  On  making  an  incision,  a  soft  mass  of 
organised  tissue  sprang  into  the  incision,  and  the  tumour  seeming 
to  be  then  sarcomatous,  both  he  and  his  colleagues  thought  it 
best  to  amputate  through  the  elbow.  Fortunately,  however,  on 
passing  his  finger  into  the  wound,  it  grated  against  something,  and 
a  long  needle  having  been  taken  out,  the  '^  sarcoma  "  immediately 
disappeared. 

Mr.  J.  B.  Story  thought  tiiat  Mr.  Benson's  case  showed  the 
mischief  done  to  an  eyeball  by  a  foreign  body  consisting  of  iron. 
It  was  well  known,  he  said,  that  a  perfectly  aseptic  piece  of  iron 
in  the  eyeball  sooner  or  later  leads  to  changes  which  terminate  in 
the  complete  abolition  of  sight,  and  in  the  destruction  of  the  interior 
.tunics  and  contents  of  the  globe.  Chemical  changes  occur  and 
set  .up  chronic  inflammatory  changes  which  result  in  the  deposition 
of  iron  pigment  all  through  the  contents  of  the  globe ;  the  iron  pig- 
ment even  makes  its  way  into  the  interior  of  the  lens.  Certain 
chemical  reactions  serve  to  distinguish  this  pigment  from  the 
ordinary  pigment  in  the  eye.  The  iron  pigment  reacts  with  ferro- 
•  cyanide  of  potash  and  hydrochloric  acid  in  a  way  in  which  ordinary 
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intra-ocular  pigment  does  not.  Also,  the  latter  pigment  is  bleached 
by  chlorine  j^as,  whereas  iron  pigment  does  not  react  in  the  same 
way  to  chlorine. 

Mr.  Maxwell  spoke. 

Dr.  McWseney  said  that  with  regard  to  the  siderosis  reaction 
he  quite  agreed  with  Mr,  Story.  With  the  cyanide  reaction^ 
one  shonld  get  a  reaction  with  the  introduced  iron ;  whereas  it 
was  well  known  that  the  pigment  of  the  choroid  would  not  give 
any  reaction ;  so,  accordingly,  it  should  be  a  very  interesting 
experiment  to  try. 

Mr,  Benson,  replying,  said  it  was  a  remarkable  fact  that  after 
fourteen  years  the  eye  had  undergone  so.  little  apparent  change 
after  the  introduction  into  it  of  a  piece  of  iron.  There  was  tery 
little  appearance  of  rust  about  the  iron,  and  it  still  attracted  a 
magnet,  and,  therefore,  had  not  undergone  much  chemical  change. 


UNEUPTURED  ANEURYSM  OF  THE  LEFT  VEN- 
TRICLE OF  THE  HEART ;  SUDDEN  DEATH. 

By  J.  J.  BURGESS,  F.R.C.S.I.,  L.R.aP.I. 

[Read  in  the  Section  of  Pathology,  Decemher  3, 1897.] 

The  case  which  presented  the  following  specimen  was  that 
of  a  lady,  aged  eighty,  who  up  to  8th  November  was  in  the 
enjoyment  of  good  healtli,  and  was  wont  to  boast  "  she  never 
troubled  much  a  doctor." 

On  this  morning  her  maid,  as  usual,  brought  up  the  old 
lady's  breakfast,  which  she  was  in  the  habit  of  partaking  of 
in  bed  for  several  years,  rising  immediately  afterwards. 
She  appeared  in  her  usual  health  and  spirits,  but  when  an 
hour  and  a  half  had  passed  without  any  summons  for  her 
servant,  the  latter  went  into  the  room,  and  was  shocked  to 
see  her  mistress  lying  forward  quite  dead. 

With  the  permission  of  her  relatives  I  made  an  autopsj' 
fourteen  hours  afterwards.  The  body  was  that  of  a  tall, 
well-nourished  woman,  no  marks  of  violence,  a  small  chronic 
ulcer  on  the  inner  surface  of  right  leg,  and  with  moderate 
rigor  mortis  present  Under  the  integuments  there  was  a 
thick  layer  of  fat. 

On  opening  the  thorax  both  lungs  were  emphysematous ; 
the  right  Avas  adherent  to  the  costal  pleura  to  a  considerable 
extent  of  its  lower  anterior  surface.  There  were  small 
adhesions  on  the  left  side,  but  none  of  any  such  size  as  on 
the  right.  The  pericardium  appeared  normal ;  was  nowhere 
adherent.  The  surface  of  the  right  ventricle  and  auricle 
was  embedded  in  fat.  In  tilting  the  heart  over  I  was 
struck  by  the  appearance  of  the  left  ventricular  wall  just 
above  the  apex.     In  the  specimen  before  you  this  is  to  a  great 
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extent  lost,  owing  to  its  immersion  in  spirit.  At  the  time 
it  presented  a  projection  like  the  rounded  end  of  a  hen-egg, 
the  surface  feeling  like  tissue  paper,  in  marked  contrast  to 
the  firm  feel  of  the  hypertrophied  ventricle  around. 
.  On  section  both  ventricles  show  well-marked  fatty  change ; 
the  valves  are  healthy.  The  left  ventricle  is  hypertrophied ; 
its  cavity  appears  double — i.e.,  the  ventricle  proper  and  the 
aneurysm,  which  latter,  in  the  fresh  specimen^  was  capable  of 
containing  about  half  an  ounce.  You  will  see  there  is  a 
small  somewhat  tendinous  aperture  of  communication  in  the 
muscular  structures.  Then  comes  the  aneurysm,  with 
laminated  clot  and  walls  composed  only. of  epi-  and  endo- 
cardium. 

We  have  not  far  to  seek  for  the  cause  of  this  condition. 
You  will  remark  the  extreme  thickening  of  the  right 
posterior  coronary  artery  in  the  sections :— ^ 

(1.)  At  its  origin  from  the  sinus  of  Valsalva ; 

(2.)  In  the  centre  of  its  course  when  its  cavity  is  almost 
obliterated ;  and 

(3.)  In  the  vicinity  of  the  aneurysm,  where  it  is  practi- 
cally solid. 

The  continuous  trunk  of  the  vessel  ought,  in  its  normal 
course,  to  pass  over  the  diseased  area. 

The  left  (anterior)  coronary,  although  likewise  thickened, 
presents  no  such  external  narrowing  in  the  posterior  branch. 
In  this  case  there  was  no  reason  to  suspect  syphilis — the 
common  cause  of  thickening  of  the  intima — therefore  the 
arteritis  deformans  was  atheromatous  in  origin.  In  the  zona 
tendinosa  of  the  mitral  valve  there  is  a  calcified  nodule  the 
size  of  a  pea. 

Legg,  in  the  Bradshaw  Lectures,  1883,  on  this  subject, 
speaking  of  the  rarity  of  this  condition,  says  that  of  1,890 
post-mortems  at  St.  Bartholomew's,  there  were  only  three 
examples  of  aneurysm  of  the  left  ventricle.      He  further 
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states  that  it  is  most  common  between  forty  and  seventy,  • 
differing  from  Tumham,  who  was  of  ^  opinion  that  it  was  a 
disease  of  early  life,  between  twenty  and  thirty. 

Its  aetiology  is  due  to  either  fatty  degeneration  or  fibroid 
disease  of  the  cardiac  wall,  which,  according  to  Pye-Smith, 
may  be  set  up  by  four  causes  : — 

(1.)  Myocarditis,  rheumatic  or  spontaneous. 
(2.)  Syphilis. 
.  (3,)  Thrombi  in  apex  of  ventricle. 
(4.)  Degeneration    of    wall    caused  by    want   of    blood 
supply,  corresponding  to  the  infarction  theory  of 
Cohnheim. 


Dr.  McWeeney  said  that  tho  specimen  was  a  v^ry  rare  and 
interesting  one.  He  thought  there  could  be  no  reasonable  doubt 
but  that  the  condition  of  the  coronary  arteries  had  really  been  one 
of  the  principal  causes  of  the  weakening  of  the  wall  of  the  heart. 
The  coronary  artery  of  that  side  went  directly  to  the  very  place 
where  the  commencement  of  the  aneurysm  was  situate,  and 
transverse  section  Of  the  coronary  artery  showed  that,  the  luinen 
was  enormously  encroached  upon.  The  outside  thickness  of  the 
vessel  was  rather  greater  than  normal,  whereas,  the  aperture 
through  which  the  blood  had  to  go  did  not  admit  of  anything 
larger  than  a  pin  being  passed  through.  The  great  thickening  in' 
the  wall  appeared  to  consist  almost,  entirely  of  a  proliferation  of 
the  intima.  Were  it  not  for  the  history,  he  should  almost  have 
been  inclined  to  look  upon  the  arterial  disease  as  of  syphilitic 
nature. 


y 
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A  CASE  OF  ADENOMA  OF  THE  LIVEE,  ASSO- 
CIATED WITH  CIRRHOSIS. 

By  henry  T.  BEWLEY,  M.D.  ; 

Physician  to  the  Adelaide  Hospital 

[Read  in  the  Section  of  Pathology,  January  14, 1^8.] 

• 

A  German,  aged  forty-five  years,  was  admitted  to  the  Adelaide 
Hospital,  under  my  care,  on  May  26,  1896.  He  stated  that, 
although  he  had  been  in  the  habit  of  drinking  beer  freely,  he  had 
been  in  good  health  till  about  the  end  of  April,  when  he  found  his< 
abdomen  beginning  to  become  swollen ;  his  legs  shortly  afterwards 
also  became  swollen.  When  admitted  he  had  a  large  amount  of 
tiscitic  fluid  in  the  abdomen,  and  his  feet  were  slightly  edematous, 
but,  otherwise,  nothing  amiss  could  be  detected. 

During  June,  189$,  I  twice  introduced  a  trochard  and  .canula 
through  the  linea  aiba;  but,  though  physical  examination  showed 
the  presence  of  abundant  fluid  in  the  peritoneal  cavity,  none  came 
through  the  canula.  Subsequently,  at  the  post-mortem  examina- 
tioii,  the  omentum  was  found  to  be  very  long ;  I  suppose  i%  must 
have  blocked  the  cannla. 

He  improved  somewhat,  and  left  hospital,  but  was  re-admitted 
on  August  18,  1896,  and  on  account  of  his  great  discomfort  was* 
tapped  next  day,  10  pints  beingdrawn  off.  After  this  lie  remained* 
in  hospital,  and  was  tapped  regularly  every  fortnight,  from  10  to 
13  pints  being  removed  each  time.  A  remarkable  feature  was  the 
rapidity  with  which  the  abdomen  filled  after  each  tapping.  You 
might  tap  him  in  the  morning  and  draw  off  all  the  fluid  that, 
would  come,  in  the  evening  the  abdomen  would  be  again  distended ; 
and  next  morning  you  would  find  him  nearly  as  tense  as  before  the 
tapping. 

His  urine  was  generally  very  high  coloured,  but  was  otherwise 
normal,  as  also  his  heai't,  lungs,  and  other  viscera  appeared  to  be. 
He  gradually  became  weaker,  and  died  on  April  26,  1897,  having 
l>een  tapped,  I  think,  seventeen  times  in  the  eight  months. 

At  the  post-mortem  the  spleen  and  liver  were  found  almost 
equal  in  size,  the  spleen  being  hard  and  firm',  while  the  liver  ^as 
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smooth  on  the  sarface  and  very  toagh.  Microscopical  examination 
shows  the  cirrhosis  to  be  in  considerable  dej^ree  monolobular,  and 
so  the  contraction  of  the  liver  was  fairly  even  and  uniform. 

As  we  were  cutting  into  the  liver  we  came  on  a  round  pale- 
coloured  mass,  about  1^  inches  in  diameter,  surrounded  by  a 
smooth  and  distinct  capsule.  This  mass  was  exceedingly  soft, 
having  about  the  consistency  of  well-boiled  stirabout.  It  broke 
down  under  the  least  pressure,  and  did  not  appear  to  the  naked 
eye  to  have  any  structure.  We  thought  it  was  some  kind  of 
retention  cyst,  or  something  of  the  kind,  full  of  soft  dShris^  and 
put  a  little  bit  under  the  microscope  to  see  what  kind  of  ddbris  it 
was.  To  our  surprise  the  mass  consisted  of  perfectly  formed  epi« 
thelial  cells,  with  one  or  two  well-staining  nuclei  in  each.  . 

Dr.  Scott,  although  with  considerable  difficulty,  on  account  of 
the  softness  of  the  tissue,  succeeded  in  making  sections,  showing 
the  tnass  to  be  an  adenoma  of  the  liver. 

It  consists  then  in  polygonal  epithelial  cells,  irregular  in  size, 
but  many  of  them  rather  larger  than  the  normal  liver  cells. 
Some  contain  two  nuclei.  These  cells  appear  in  places  to  be  dis- 
posed irregularly,  but  generally  they  tend  to  form  columns  of 
about  the  thickness  of  two  cells.  There  is  in  some  places  the 
appearance  of  a  splice  or  lumen  between  the  cells,  but  I  think  this 
is  only  due  to  the  shrinkage  of  the  cells  in  hardening.  There  id 
hardly  any  connective  tissue  between  these  columns  of  cells,  and 
there  are  but  very  few  blood-vessels.  The  tumour  is  sharply  cut 
off  from  the  liver  substance  by  its  capsule.  But  for  this  the 
tumour  might  be  considered  a  carcinoma,  as  its  microscopic  struc- 
ture is  not  distinguishable  from  some  very  soft  cancers.  We 
found  no  trace  of  any  similar  growth  elsewhere. 

Adenoma  of  the  liver  appears  to  be  a  rather  rare  tumour. 
Such  is  the  opinion  of  Ewald,  Birch-Hirschfield,  Ziegler, 
and  others.  Hamilton,  on  the  other  hand,  says  **  adenoma- 
like masses  are  often  seen  in  the  cirrhotic  liver."  As  far 
as  Dublin  is  concerned,  this  statement  seems  to  be  mis- 
leading.  Cirrhosed  livers  are  fairly  common;. but  several 
hospital  physicians  of  large  pathological  experience  have, 
told  me  they  had  not  before  seen  a  growth  like  this* , 
'  Adenomata  are  generally  multiple,  forming  small  tumours' 
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up  to  the  size  of  a  cherrj',  scattered  all  through  the  liver. 
Prom  the  anatomical  point  of  view  they  appear  to  be  of 
two  varieties — (1)  Those  tumours  the  arrangement  of  whose 
cells  corresponds  more  or  less  to  the  normal  arrangement  of 
the  liver  cells,  and  so  lie  in  more  or  less  solid  columns. 
(2)  Tumours  composed  of  tubes,  convoluted  or  fairly 
straight,  lined  with  a  single  row  of  cubical  epithelium 
cells,  and  containing  a  distinct  Imnen.  A  section  of  such 
a  tumour  is  compared  by  Ewald  to  a  section  through  the 
cortex  of  the  kidney.     My  case  belongs  to  the  first  variety. 

As  to  the  origin  of  these  tumours,  in  some  cases  their 
existence  seems  connected  with  the  cirrhosis  which  often, 
coexists.  Pieces  of  liver  tissue  become  surrounded  bv 
cirrhotic  bands,  while  the  rows  of  liver  cells  retrograde 
into  bile-duct-like  structures  (Hamilton).  In  other  cases, 
there  appears  to  be  a  true  outgrowth  of  rudimentary  bile 
ducts  from  those  already  present. 

These  adenomata  generally,  as  in  my  case,  give  rif^e  to. 
uo  s3maptom8,  but  occasionally,  growing  to  a  large  size, 
cause  ascites  or  other  symptoms.  In  some  cases  secondary 
growths  in  the  lungs  have  been  described ;  but  it  is,  I 
think,  doubtful  if  these  should  be  at  all  classed  with  tlie 
adenomata. 
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TWO  CASES  OF  CHOROIDAL  SARCOMA. 

By  ARTHUR  H.  BENSON,  RR.C.S. ; 

Surgeon,  Royal  V iotoria  Eye  and  Ear  Hospital  (St  Mark's) ; 
Ophthalmic  and  Anral  Surgeon,  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Pathology,  January  14, 1898.] 

FuscHS  has  observed  four  stores  in  the  life-history  of  choroidal 
sarcomata : — 

1.  When  the  tumour  is  small,  and  the  retinal  detachmeut 
is  small,  and  there  is  great  danger  of  mistaking  the  case  for 
one  of  simple  detachment,  the  inti*a-ocular  tension  l)eing 
normal. 

2.  Where  high  tension  follows,  with  opacity  of  the  media, 
and  the  diagnosis  of  acute  glaucoma  is  probable. 

3.  Where  the  tumour  perforates  the  sclerotic,  and  com- 
mences its  more  I'apid  extra-ocular  growth. 

4.  The  staije  whei'e  generalisation  of  the  tumour  takes 
place  by  metastatic  extension. 

Both  the  specimens  which  I  show  to-night  belong  to  the 
second  stage,  where  the  growth  is  confined  entirely  within 
the  sclerotic. 

Case  I. — ^£.  M^E.,  a  girl,  aged  twenty-two,  was  admitted  to 
St.  Mark's  Hospital,  December  14th,  1896,  sent  by  Dr.  Robinson, 
of  Newry.  When  admitted  there  whs  in  the  right  eye  a  corneal 
staphyloma,  a  high  tension  (+  1  or  more),  and  the  vision  was 
absolutely  nil.  The  disc  was  of  a  greyish  colour,  indistinctly  seen, 
and  the  retina  was  detached.  The  left  eye  was  tolerably  normal 
in  appearance,  but  the  vision  was  only  -^^  and  the  tension  was 
normal. 

The  presence  of  any  deBnite  growth  was  not  diagnosed,  bat 
enucleation  was  done  to  relieve  the  pain,  as  the  eye  was  absolutely 
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sightless,  and  the  possibility  of  a  tumour  is  always  present  in  such 


On  opening  the  eye  a  large  portion  of  the  choroid  was  found  to 
be  thickened  in  a  more  or  less  crescentic  way,  the  thickening  being 
greatest  near  the  ciliary  body,  and  getting  regularly  and  gradually 
thinner  towards  the  equator.  There  were  no  nodules  at  all,  and 
until  a  cross  section  was  made  the  presence  of  a  definite  tumour 
was  impossible  to  ascertain. 

The  tumour  is  more  or  less  diffusely  extended  over  quite  a  large 
portion  of  the  anterior  portion  of  the  choroid,  possibly  originating 
in  the  ciliary  body,  is  deeply  pigmented  everywhere,  and,  as  can  be 
seen  in  the  sections,  is  a  spindle-celled  melano-sarcoma. 

I  have  just  heard  that  tliis  patient  has  since  enjoyed  good 
health,  and  shows  no  sign  of  recurrence.  The  age  of  this 
patient — only  twenty-two — and  the  indefinite  sha|>e  and  limits 
of  the  growth  are  i>oints  of  interest. 

Case  II. — ^K.  F.,  a  woman,  aged  fifty-two,  was  admitted  to 
St.  Mark's  Hospital  on  March  5th,  1896.  She  had  been  at  the 
liospital  first  in  December,  1895.  She  then  stated  that  she  had 
first  noticed  her  sight  getting  bad  in  May,  1895,  and  from  that 
on  it  got  steadily  worse  and  worse  as  regards  the  sight.  She  had 
no  pain  at  that  time. 

On  February  2nd,  1896,  three  large  retinal  detachments  were 
seen  with  the  ophthalmoscope,  and  haemorrhages  were  visible  on 
the  parts  of  the  retina  between  the  detachments.  Left  V.  =  p.  c, 
T-h?     Right  V.  =  y<^,  Tn. 

By  February  29th,  1896,  the  anterior  chamber  was  totally  obli- 
terated. There  was  zonular  vascularity,  commencing  ulceration  of 
the  cornea  below,  the  lens  was  getting  cataractous,  and  T.  -|-  2. 
The  tension  soon  rose  to  -f-  3,  and  on  admission  vision  was  totally 
gone.  '  This  was  ten  months  from  the  time  she  first  noticed  the 
eye.  defective.  Enucleation  was  at  once  done^  The  exterior  of  the : 
globe  and  the  optic  nerve  seemed  normal. 

.  On  opening  the  globe  a  quantity  of  straw-coloured  (sub-retinal) ! 
fluid  escaped..  The  retina  was  totally  detached  in  a  funnel  Shape,; 
and  a  tumour  about  the  size  of  a  good  pea,  almost  spherical  and  • 
distinctly  pedunculated,  was.  found  attached  to  the  choroid,  close^. 
to  the  optic  nerve  entrance,  and  protruding  into  the  interior  of  the 
globe*  It',; 
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Under  the  microscope  will  be  seen  sections  which  show 
that  the  case  is  one  of  round-celled  leuco-ssircoma,  and 
su^ests  fairly  rapid  growth  compared  with  the  first  case. 
The  characteristic  shajKJof  the  growth  and  the  entire  absence 
of  pigment  in  it  arc  of  interest. 

I  \>Tote  to  her  the  other  day  to  emjuirc  reganling  her 
present  condition,  and  heard  that  she  has  since  Ixjen  "  quite 
well/' 

Ten  months  had  elapsed  from  the  first  eye  symptom  before 
enucleation,  and  a  year  and  ten  months  has  elapsed  since  the 
o})eration  without  there  being  any  sign  of  recurrence. 

Sarcomata  of  the  eye  are  amongst  the  rare  diseases;  roughly 
sj)eaking  they  occur  only  about  once  in  every  2,000  cases  of 
eye  disease.  They  are  commonest  between  the  ages  of  forty 
and  sixtv,  and  are  verv  rare  in  childhood. 

Fuschs  found  sarcoma  of  the  iris  in  6  per  cent.,  sarcoma  of 
the  ciliary  body  in  9  per  cent.,  and  sarcoma  of  the  choroid 
in  85  per  cent.,  and  13  per  cent,  of  recurrences  mostly  occurring 
within  a  vear. 

In  the  first  stage  the  jx»rcentage  of  recuiTences  was  0; 
in  the  second  stage,  5  per  cent. ;  and  in  the  third  stage^ 
22  i)er  cent.  The  probabilities  therefore  are  in  favour  of  my 
second  case  not  getting  a  recurrence. 

The  specimens  which  are  under  the  microscopes  were  kindly 
l)repared  for  me  by  Professor  Scott. 


Mr.  Croly  wiflhed  to  know  was  it  in  the  brain  or  in  the  other  eye 
that  recurrence  took  place  after  removal  of  the  contents  of  the 
orbit  for  sarcomatous  tamour.  Sarcomatous  tumours  were  not 
likely  to  recur  in  their  original  positions,  and  sarcomatous  tumours 
spread  through  the  blood-vessels,  not  the  lymphatics.  It  was  his 
experience  to  find  sarcomatous  tumours  in  the  young,  and  he  had 
seen  sarcoma  of  the  tonsil  at  seventeen  years  of  age. 

Dr.  Bknson,  replying,  said  that  in  talking  of  recurrence  he 
alluded   to  local   recurrence.     Of  course,    in   eye  cases  general 
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recurrence  occurred  also,  and  that  came  into  Fuschs's  fourth  stage 
generalisation.  Intra-ocular  sarcomata  recurred  in  young  people, 
but  yery  much  more  commonly  in  older  people.  If,  in  removing 
the  eye,  the  optic  nerve  was  found  implicated,  as  much  of  the 
latter  as  possible  was  also  removed ;  but  extii*pation  of  the  orbit 
was  an  impossible  thing  to  do  completely,  and  some  of  the  diseased 
tissue  was  liable  to  get  squashed  into  some  of  the  crevices  in  the 
neighbourhood.  , 


TPIE  PLASMODIUM  MALARLE. 
By  JAMES  B.  COLEMAN,  M.D.,  R.U.I.,  M.R.C.PJ.; 

Pfaysioiaii  to  the  Richmond,  Whitworth,  and  Hurdwioke  Hospitals ; 
Physician  to  the  National  Hospital  for  Coosamption  for  Ireland. 

[Read  in  the  Section  of  Pathology,  Febraary  25, 1898.] 

When  we  consider  the  very  wide  geographical  distributiou 
of  malaria,  and  the  vast  amount  of  suffering  which  it  entails 
on  its  victims,  we  have  reason  to  congratulate  ourselves  that 
Ireland  in  free  from  the  disease.     But  our  countrv  did  not 
alwuys  enjoy  such  immunity,  and  even  during  the  early  pai-t 
of  the  present  century  ague  was  not  uncommon  in  the  neigh* 
bourhood    of    Dublin,       The   following  passage   occurs   in 
Graves'  "  Clinical  Lectures,"  which  were  delivered  in  1848 : — 
"  There  can  be  no  doubt  that  in  Ireland,  as  in  other  countries, 
the  effects  of  cultivation  and  drainage  on  the  health  of  the^ 
inhabitants  are  very  remarkable,  and  I  myself  have  witnessed 
several  exemplifications  of  the  improvements  thus  effected. 
Formerly  ague  was  of  rather  common  occurrence  in  some- 
marshy  districts  in  the  immediate  vicinity  of  Dublin,    and 
consequently  when  I  was  a  pupil  cases  of  intermittent  fever 
were  to  be  met  with  in  the  hospitals ;  now  the  low  grounds, 
have  been  drained,  and  thus  the  production  of  ague  has  been 
aiTested.     It  may  be  cited  as  a  proof  of  the  former  frequence- 
of  ague  in  Dublin  that  when  sulphate  of  quina  had  been 
discovered  in  France  we  in  Ireland  were  amongst  the  first 
British  physicians  wjio  verified  its  anti-aguish  powers."     In 
another  lecture  Grayes  says — "  In  Ireland  we  seldom  meet 
with  cases  of  ague  wj^h  paroxysms  so  violent  as  to  endanger 
the  patient's  life.      I  lately,  however,  saw  a  case  of  this 
nature."      He  then  gives  particulars  of  a  case  of  tertiana 
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soporosa  which  occun'ed  in  a  gentleman  in  the  neighbonrhood 
of  Donjiybrook.* 

Now-a-davs  the  onlv  instances  of  malaria  seen  in  Dublin 
are  furnished  by  patients  who  contracted  the  disease  abroad. 
Although  many  important  clinical  facts  in  connection  with 
malarial  fever  have  been  known  from  the  earliest  days  of 
medicine,  the  studv  of  the  disease  received  a  fresh  stimulus 
from  the  introduction  of  Peruvian  bark  into  Europe  in  1640 
■by  the  Countess  del  Chinchon,  wife  of  the  Spanish  Governor 
of  Peru.  Sydenham  popularised  the  new  remedy  in  England 
towaixls  the  end  of  the  seventeenth  century,  and  his  writings, 
as  well  as  those  of  Morton  about  the  same  time,  evince  an 
intimate  clinical  knowledge  of  the  disease;  and  of  the  thera- 
peutical value  of  cinch(ma  bark. 

What  may  be  described  as  the  first  step  towards  the  detec- 
tion of  the  malarial  parasite  was  the  discovery  of  pigment  in 
the  blood  at  the  post-mortem  examination  of  an  insane  patient 
by  Meckel  in  1847.  In  the  next  year  Virchow  found  pig- 
mented bodies  in  the  blood  of  a  dead  malaria  patient,  and 
HischI  in  1850  wrote — "  Uber  Pigment-bildung  nach  Febris 
Intermittens."  Planer  in  1854  attributed  some  of  the 
symptoms  of  malaria  to  the  presence  of  pigment  in  the  blood* 
A  retrograde  move  was  made  by  Klebs  and  Tommasi-Crudeli 
in  1879,  when  they  erroneously  described  a  bacillus  as  the 
cause  of  the  disease.  Their  supposed  discovery  gained  wide 
credence,  and,  consequently,  when  Lavaran,  in  November, 
1880,  announced  that  he  had  found  living  parasites  in  the 
blood  of  malaria  patients,  very  little  importance  was  attached 
to  his  statements.  In  1885  Marchiafava  and  Celligave  their 
adherence  in  the  main  to  La  varan's  views,  andthev  called 
the  small  intra-corpuscular  ama?boid  organism  in  the  eajliestt 
stage  of  its  development  the  Plasmodium  malaria.  Golgi  in 
1885-6  ascertained  that  the  regular  quartan .  and  tertian 

*  A  Buburb  of  Dublin. 
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intermittent  fevers  were  caused  by  distinct  varieties  of  the 
parasite,  that  tlie  cycle  of  development  of  the  tertian  parasite 
was  48  hours,  and  that  of  the  quartan  72  hours,  and  that  the 
onset  of  the  paroxysm  coincided  with,  and  depended  on,  the 
segmentation  of  groups  of  the  parasites. 

In  1889  Marchiafava  and  Celli,  and  Canalis  described  a 
distinct  variety  of  the  plasmodium  in  festivo-autumnal 
(malignant)  fever,  but  in  1894  the  former  observer  and 
Bignami  contended  that  the  parasites  concerned  in  the  pro* 
ductionof  the  malignant  types  of  malaria  were  of  two  varieties. 

Much  still  remains  to  be  known  regarding  the  life-history 
of  the  malarial  parasite  outside  the  body,  and  the  subject  is 
being  investigated  by  able  workers,  amongst  whom  may  be 
mentioned  Manson  and  Boss. 

•  The  specimens  which  I  exhibit  illustrate  the  stages  of 
<levelopment  of  the  parasite  of  tertian  ague«  The  patient 
was  a  soldier  who  contracted  malaria  in  India.  He  came 
home  in  Februarj-,  1807,  and  he  was  admitted  to  the  Whit- 
worth  Hospital  in  the  following  October  with  well-marked 
tertian  intermittent  fever.  He  had  febrile  paroxysms  on  the 
3rd,  5th,  and  7th  of  the  month,  and  again  on  the  23rd,  25th, 
and  27th,  The  paroxysms  began  about  noon,  and  lasted  from 
ten  to  eleven  hours,  the  maximum  temperature  reaching  105*^. 
Although  lie  was  kept  under  observation  for  nearly  three 
months  and  no  quinine  was  given,  the  fever  did  not  recur. 
The  blood  was  examined  at  frequent  intervals  before,  during, 
and  after  the  paroxysm.  In  the  fresh  blood  small  hyaline 
amoeboid  bodies  were  seen  within  the  red  cells  during  the 
paroxysm,  and  stained  preparations  of  the  blood  taken  from 
the  ear-lobe  -  at  frequent  intervals  before,  during,  and  after 
the  attack,  show  the  growth  of  the  parasite  within  the  red 
blood  corpuscle.  In  the  blood  taken  from  eight  to  twelve 
hours  after  the  febrile  paroxysm,  the  plasmodium  is  seen  to  be 
non-pigmented,  small,.globular,  ring-like  or  irregular  in  shape. 
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Twenty-four  hours  after  the  attack  it  is  larger,  and  pigment 
can  be  seen  in  it.  Eight  liours  before  the  next  attack  it 
fills  about  three-fourths  of  the  red  cell,  the  pigment  is  verv 
obvious,  and  it  is  distributed  rather  towards  the  periphery  of 
the  parasite.  At  the  beginning  of  the  attack  the  parasite 
fills  the  red  cell,  the  pigment  is  collected  into  a  central  clump 
in  some  specimens,  and  in  others  the  parasite  has  acquired 
the  form  of  a  rosette  with  18  segments  radiating  from  the 
central  mass  of  pigment. 


Prof.  O'Sullivan  showed  specimens  of  the  malarial  parasite* 
The  case  was  that  of  Dr.  H.,  residing  in  the  Ghota  Nagpur  dis- 
trict in  Bengal,  who  had  contracted  a  simple  tertian  ague  in 
December,  1896.  The  examination  was  confined  to  a  single 
attack,  which  Dr.  H.  allowed  to  run  its  course  without  treatment. 
Shortly  before  the  next  attack  was  due  he  took  quinine,  and 
although  the  attack  took  place  in  a  mild  form,  there  were  very  few 
parasites  to  be  found  in  the  circulating  blood,  and  shortly  after- 
wards they  had  entirely  disappeared. 

The  fit  began  at  1  p.m.  on  Saturday,  December  18 ;  blood  was 
taken  at  2  p.m.,  4  45  p.m.,  and  11  45  p.m.  on  Saturday,  and  at 
9  30  a.m.  on  Sunday. 

Specimens  taken  at  2  p.m.  (temperature  102^)  showed  chiefly 
a  delicate  ring  form,  half  or  less  than  half  the  diameter  of  a  normal 
red  corpuscle.  The  ring  was  circular  or  slightly  oval,  with  a 
thickening  at  one  side  extending  over  one-third  of«  the  circum- 
ference, and  a  small,  deeply-stained  nodule  opposite  to  the  centre  of 
the  thickening.  In  a  few  cases  the  ring  showed  no  thickening  or 
nodule.  In  addition  there  were  some  segmentation  forms,  contain- 
ing 17  to  20  spores  in  two  rows,  and  pigment,  which  was  in  some 
cases  diffused  in  coarse  granules  through  the  body;  in  others, « 
collected  in  a  ball  in  the  centre.  In  the  next  two  specimens  (4  45 
p.m.,  temperature  103*2^,  sweating  stage;  and  11  45  p.m.,  tempera- 
ture 98*5°)  nothiog  but  ring  forms  were  to  be  seen,  showing, 
however,  signs  of  further  development — e,g,,  pigment  granules  in 
the  thickened  part  and  formation  of  a  small,  clear  body,  staining 
lightly  with  methylene  blue  at  the  side  of  the  thickening.  In  some 
cases  two  rings  and  even  three  were  found  in  the  same  corpuscle. 

Y 
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These  joined  at  a  point  in  their  circumference  at  the  edge  of  the 
thickening. 

In  the  specimens  taken  at  9  30  a.m.  on  Sanday  no  ring  forms 
were  found  ;  the  thickening  had  developed  into  a  pigmented  body 
as  large  or  larger  than  the  original  ring,  traces  of  which,  with  its 
nodule,  could  ofien  be  made  out. 

Dr.  E.  J.  McWeeney  said  he  had  never  seen  so  beautiful  a 
demonstration  of  tlie  parasitology  of  malaria.  What  was  particu- 
lai'ly  beautiful  was  the  comparatively  unstained  appearance  of  the 
nucleus  in  each  of  the  segments  of  the  rosette  to  which  Professor 
O'SuUivan  had  drawn  attention.  This  nucleus  of  the  protozoa,  or, 
at  any  rate,  of  the  lower  protozoa,  must  be  something  quite  different 
in  its  chemical  characters  from  the  higher  series  and  certainly  of 
the  metazoa.  This  nucleus  does  not  appear  to  contain  chromatin, 
which  has  so  strong  an  attraction  for  the  basic  anilins  and  for 
nuclear  stains,  such  as  hsemotoxylin  and  carmine.  He  asked  what 
method  they  had  adopted  for  fixing  the  blood  specimens?  The 
,  tixing  was  admirable  and  faithful,  and  •the  biconcavity  of  the  blood 
discs  extremely  well  shown. 

Sl'kgeon-General  Potter  did  not  think  that  tiie  parasite  was 
different  in  the  different  forms  of  malaria.  He  had  himself  suffered 
for  years,  more  or  less,  from  daily  attacks  of  malarial  fever,  at 
times  being  confined  to  bed  from  very  severe  attacks.  He  thought 
that  the  expression  "  malarial  poisoning ''  was  the  best  name  for 
the  disease.  Speaking  generally,  quinine  was  the  best  treatment, 
.  but,  in  some  cases,  quinine  was  absolutely  useless,  and  then  arsenic 
was  often  given  Avith' success.  There  was  no  doubt  that- malaria 
had  a  very  injurious  effect  on  the  general  health.  He  considered 
change  of  air  as  an  additional  treatment  very  good.  He  thought 
that  the  wearing  of  flannels  had  a  most  beneficial  effect  in  warding 
off  malaria  and  other  diseases.  Hypodermic  treatment  of  ague 
had  not  given  good  results. 

Dr.  a.  K.  Parsons  said  that  he  had  seen  the  parasite  of  malaria 
easily  without  staining  with  an  ordinary  one-seventh  objective.  In 
Dr.  Coleman's  specimen  tlie  adult  parasite  took  up  practically  the 
whole  corpuscle,  there  being  merely  a  ring  round,  whereas,  in  Pro- 
fessor 0'Sullivan*s  case  there  was  comparatively  little  protoplasm  de- 
stroyed. He  was  under  the  impression  that  as  the  tertian  parasite 
grew  it  gradually  destroyed  the  haemoglobin  and  converted  it  into 
pigment  till  it  had  nearly  the  whole  of  the  haemoglobin  destroyed  ; 
then  showed  a  sporulation  and  the  spores  discharged  into  the  blood 
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stream.     Did  Dr.  0*Sa11ivan  think  that  the  parasite  in  his  specimen 
would  have  gone  on  increasing  in  size  ? 

The  President  of  the  Academy  (Dr.  Bennett)  said  that  it  was 
remarkable  the  way  in  which  attacks  of  the  fever  were  brousrht  on 
by  exposure  to  cold.  On  the  theory  of  the  parasite — what  excited 
the  growth  of  the  parasite  and  wliat  made  it  take  on  the  form 
"which  produced  fever  owinjr  to  exposure  to  cold  ?  As  regards 
flubcntaneous  injection  of  quinine,  he  had  seen  a  good  deal  of  this 
himself,  and  the  physicians  in  Bombay  were  well  pleased  with  the 
treatment. 

Dr.  J.  B.  Coleman,  in  reply,  said  that  his  specimens  were  fixed 
by  immersion  for  about  half  an  hour  in  eqiuil  parts  of  absolute 
alcohol  and  ether.  Tliey  were  then  stained  with  alcoholic 
solution  of  eosin,  and,  having  washed  oif  that,  methylene  blue 
was  applied  in  concentrated  watery  solution.  He  could  give  no 
information  as  to  the  life  of  the  parasite  outside  the  body,  but  this 
subject  was  being  worked  at  by  Surgeon-Major  Ross.  Infection 
took  place  through  the  respiratory  organs.  It  has  been  proved 
that  drinking  water  from  a  malarial  district  does  not  produce 
malarial  fever.  Ingestion  of  blood  from  malarial  patients  has  also 
failed  to  produce  the  disease,  but  the  disease  is  constantly  produced 
by  intravenous  injection  of  such  blood.  Replying  to  Surgeon- 
General  Potter,  he  said  that  Golgi  in  1 885-8 G  differentiated  the 
parasites  of  mild  tertian  and  quartan  fever;  and  ^larchiat'ava  and 
Celli  and  Canalis  in  1889-90  discovered  a  distinct  variety  of  the 
parasite  in  a^stivo-autumnal  fevers.  Mild  quotidian  fever  is  due 
to  the  simultaneous  presence  in  the  blood  of  two  generations  of  the 
tertian  parasite,  or  of  three  generations  of  the  quartan,  each  group 
being  24  hours  older  than  the  preceding  one.  In  quotidian  fever 
due  to  the  tertian  parasite  a  dose  of  quinine  frequently  checked 
the  daily  paroxysms  by  prolonging  the  interval  to  48  hours; 
further  administration  of  quinine  cured  the  fever  completely.  The 
effect  of  quinine  was  to  prevent  the  development  of  tlie  young 
Plasmodia.  He  agreed  with  Dr.  Parsons  that  the  fully-developed 
tertian  parasite  occupied  the  whole  of  the  red  cell.  His  case 
did  not  show  segmentation  occurring  in  the  regular  rosette  form ; 
but  it  must  be  remembered  that  in  some  cases  of  tertian  ague 
segmentation  occurred  only  in  the  spleen  and  bone  marrow  and 
internal  organs,  whilst  cases  of  quartan  fever  seemed  to  have 
segmentation  developed  more  frequently  in  the  ordinary  peripheral 
circulation.  As  regards  the  remarks  of  the  President  of  the  Academy 
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about  exposure  to  cold  causing  paroxisms,  be  (Dr.  Coleman)  had 
noticed  that  himself. 

Prof.  O'Sullivan,  replying  to  Dr.  McWeeney,  said  the  cover- 
glasses  were  fixed  by  heating  to  115^  C.^  and  stained  with  methylene 
blue  and  eosin.  In  reply  to  Dr.  Parsons,  Prof.  O'Sullivan  said  the 
forms  found  in  the  early  stages  corresponded  closely  with  those 
described  by  Mannaberg  as  appearing  in  the  quotidian  and  malig- 
nant tertian  fevers,  while  the  segmentation  corresponded  to  the 
benign  tertian,  to  which  the  clinical  course  of  the  fever,  its 
amenity  to  quinine,  the  absence  of  crescents,  and  the  sporulatiou 
in  the  circulating  blood  all  seem  to  point.  It  was  also  remarkable 
that,  although  conjugation  forms  were  present,  resembling  precisely 
those  which  Mannaberg  has  delineated  as  the  antecedent  to  crescent 
formation,  no  crescents  were  found,  in  spite  of  repealed  search 
during  and  for  some  weeks  after  the  attack. 


FRACTURES  OF  THE  LUMBAR  VERTEBRAE  AND 
OF  THE  SACRUM  FROM  DIRECT  INJURY. 

By  E.  H.  BENNETT,  M.D.,  F.R.C.S.; 

President  of  the  Koyal  Academy  of  Medicine  in  Ireland ; 

Sargeon  to  Sir  P.  Dan's  Hospital ; 

Professor  of  Surgery,  Trinity  College. 

[Read  in  the  Section  of  Pathology,  Fehraary  25th,  1898.] 

On  8th  February,  1897,  a  man,  aged  thirty,  was  admitted  into 
Sir  P.*  Dun's  Hospital,  suffering  from  injuries  of  his  spine  and 
pelvis.  He  died  five  minutes  after  his  admission.  He  had  been 
carried  from  a  ship  discharging  grain  in  the  Liffey,  a  distance  of 
just  half  a  mile.  His  body  did  not  present  any  wound  or  marks  of 
injury,  but  osseous  crepitus  was  very  distinct  in  the  lumbar  and 
sacral  regions.     Priapism  was  marked. 

On  inquiry  from  those  who  brought  him  to  the  hospittil  we 
learned  that  he  had  suffered  the  following  injury  : — ^The  grain  was 
being  lifted  from  the  hold  of  the  ship  by  a  steam  engine  raising  at 
each  lift  sacks  bound  together  in  a  parcel  of  two  tons ;  as  one  of 
these  was  swung  up  the  rope  broke,  and  the  parcel  fell  to  the  deck, 
crushing  the  man  face  downwards  on  the  deck. 

At  the  post'inot-tem^  when  the  abdomen  was  opened,  there  was 
found  no  intra-peritoneal  lesion,  no  blood,  nor  any  laceralion  of  any 
viscns.  The  peritoneum  covering  the  lumbar  vertebrae  and  the 
sacrum  was  projecting  forwards,  evidently  by  displacement  of  the 
vertebrae  forwards,  and  by  a  great  blood  effusion.  When  the  soft 
parts  were  reflected  from  the  erector-spinae  grooves  posteriorly  it 
was  found  that  the  body  of  the  second  lumbar  vertebra  was  almost 
completely  separated  from  tlie  first,  and  displaced  forwards ;  with  it 
the  third,  fourth,  and  part  of  the  fifth  lumbar  vertebrae  were 
detached  in  a  single  piece,  and  displaced  forwards;  the  neural 
arches  of  the  upper  vertebrae  and  all  the  transverse  processes  were 
detached,  and  retained  their  relations  to  the  torn  muscles  and 
fibrous  structures.  The  sacioim,  with  a  part  of  the  fifth  lumbar, 
was  displaced  forwards  into  the  pelvic  cavity.  A  vertical  fracture 
passed   down   through   the  line  of  the  sacral  foramena  on  the 
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left  side,  detaching  the  bono  from  the  left  innominate;  on  the 
right  side  the  sacro-iliac  articulation  was  torn  through,  and  only 
one  small  bony  piece  retained  connection  between  the  sacrum  and 
innominate  of  the  rij^ht  side.  So  the  sacrum  was  detached  and 
displaced  into  the  pelvic  cavity.  Tliere  were  no  fractures  of  the 
anterior  arch  of  the  pelvic  girdle,  nor  of  any  part  of  it,  except  the 
sacral.  I  think  the  case  is  of  interest  because  of  the  limitation  of 
the  fractures  to  the  sacrum,  and  its  displacement  forwards  without 
any  other  pelvic  lesions.  The  cauda  equina  was  greatly  disordered, 
and  the  spinal  canal  was  distended  by  a  great  blood  effusion,  which 
by  its  pressure  on  the  cord  seemed  to  be  the  immediate  cause  of 
death. 


NOTE  ON  A  SPECIMEN  OF  OSSEOUS  ANKYLOSIS 
OF  SACRO-ILIAC  SYNCHONDROSIS  AND  HIP- 
JOINT  OF  SAME  SIDE. 

By  JOHN  KNOTT,  M.A.,  M.D.  (Univ.  Dub.)  ;  M  R.C.P.L, 

M.R.I.A.,  &c.,  &c. 

[Read  in  the  Section  of  Pathology,  February  25, 1898.] 

The  specimen  wliicli  I  have  the  honour  to  submit  to  tlie 
notice  of  the  Patliological  Section  this  evening  came  into 
my  possession  by  accident.  I  possess  no  history :  it  was,  I 
understand,  originally  procured  from  the  dissecting-room,  and 
passed  through  the  hands  of  at  least  two  other  owners  before 
it  came  into  mine.  It  presents  the  j)eculiar  complication  of 
complete  osseous  ankylosis  of  both  hip-joint  and  sacro-iliac 
synchondrosis  on  the  left  side ;  apparently,  I  should  say,  due 
to  neglected  tubercular  inflammation.  The  hip-joint  became 
fixed  in  a  flexed  position. 

A  specially  interesting  feature  at  once  arrested  my  atten- 
tion when  I  first  saw  the  sjxjcimen.  The  pelvic  j>ortion 
agrees  verv'  closely  with  the  appearances  which  characterise 
the  condition  described  by  Professor  Naegele  as  the  "^>e?nV 
oblique  ovata ; "  and  which  was  observed  by  him  in  his  ob- 
stetric practice.  The  following  is  his  description  of  the  con- 
dition (from  Dangan's  translation)  quoted  by  the  late  Pro- 
fessor Sir  Edward  Sinclair,  in  a  pai)er  on  the  subject  which 
api)eared  in  the  Diiblin  Quarterly  Journal  of  Medical 
Science  (Vol.  XX.,  1855)  : — 

*•  Complete  ankylosis  of  one  of  the  sacro-iliac  symphyses, 
or  perfect  fusion  together  of  the  sacrum  and  one  of  the  coxa  I 
hones. 

"AiTest  of  deA'elopment  or  imperfect  development  of  the 
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half  of  the  sacrum,  and  contraction  of  the  anterior  sacral 
foramina  of  the  side  corresponding  to  the  ankylosis. 

*'  The  innominatum  of  the  ankvlosed  side  and  the  sciatic 
notch  of  that  side  are  smaller  than  those  of  the  opposite  side. 

"The  sacrum  seems  pushed  towards  the  aukylosed  side, 
and  its  anterior  surface  appears  more  or  less  turned  to  that 
side ;  and,  at  the  same  time,  the  symphysis  pubis  is  dratcn 
to  the  opposite  side,  so  that  the  latter  no  longer  corresponds 
directly,  but  obliquely,  with  the  sacro-vertebral  angle. 

"  On  the  side  where  the  ankylosis  exists,  the  lateral  wall^ 
and  the  portion  of  that  side  corresponding  to  ths  anterior 
wall  of  the  pelvic  cavity,  are  more  plane  than  in  the  normal 
condition. 

*'The  other  half  of  the  pelvis — viz.,  that  on  which  the 
sacro-iliac  symphysis  exists,  though  apparently  so,  is  not 
really  in  a  normal  condition,"  for  (according  to  Naegele), 
'*  were  two  pelves,  both  affected  with  this  si)ecies  of  defor- 
mitv,  only  that  the  malformation  existed  on  different  sides, 
and  if  an  accurate  division  was  made  with  a  saw,  so  that  the 
section  should  pass  through  the  mesial  line  of  the  sacrum,  as 
well  as  the  centre  of  the  pubic  symphysis  in  each ;  and  that 
then  the  two  apparently  properly-formed  sides  were  l)rought 
together  at  the  cut  surfaces  of  the  semi-sacrum,  it  would  be 
found  that  the  pubes  were  distant  from  each  other  at  least 
three-quarters  of  an  inch."  Besides,  he  tells  us,  "  if  a  line 
be  drawn  (so  as  to  retain  any  curves  in  which  it  may  be  bent) 
from  the  promontory  of  the  sacrum  along  the  linea  innomi- 
nata  of  the  iliac  bone,  and  the  linea  pectinea  of  the  pubic,  to 
the  symphysis  pubis  of  the  apparently  normal  side,  this  line 
will  be  found,  behind  less,  and  before  more,  curved  than  in 
a  pelvis  of  healthy  or  natural  formation." 

In  none  of  the  cases  described  by  Naegele  had  he  been  able 
to  discover  satisfactory  evidence  of  tubercular  or  articular 
disease;  the  condition  had  never  been  diagnosed  during  life. 
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and — in  time  of  parturition — always  proved  fatal  to  both 
mother  and  child.  It  has  been  one  of  the  many  triumphs  of 
the  Dublin  School  of  Obstetric  Surgery  that  the  first  successful 
diagnosis  during  life  was  made  in  the  Rotunda  Hospital  by  the 
late  Professor  Sinclair.  It  must,  however,  be  added  that  the 
diagnostic  victory  did  not  in  his  case  save  the  life  of  either 
mother  or  child.  In  the  course  of  his  remarks  on  the  patho- 
logical pelvis  so  obtained,  Dr.  Sinclair  observes  that  it 
''illustrates  in  a  remarkable  manner  the  obsenation  of 
Naegele,"  which  will  also,  I  think,  receive  further  confinna- 
tion  from  examination  of  the  present  specimen.  The  obser- 
vation is  this: — "That  all  these  pelves  (apart  from  tlie 
differences  which  result  from  the  degree  of  defomiity,  or  from 
the  side  or  seat  of  ankylosis)  present,  upon  the  relations  of 
all  their  essential  characteristics,  a  resemblance  as  perfect  as 
that  which  exists  between  two  eggs." 

Naegele's  pelvis  is  but  rarely  met  with ;  and  the  complica- 
tion which  in  this  instance  co-exists — that  of  ankylosis  of 
the  hip-joint  on  the  same  side — makes  the  specimen  still 
more  remarkable.  Before  deciding  on  publishing  an  account 
of  its  peculiarities  I  submitted  it  to  the  criticism  of  the 
President  of  the  Royal  Academy  of  Medicine,  the  higliest 
authority  on  osteal  pathology  that  I  know  of,  and  his 
announcement,  that  he  had  never  seen  a  similar  specimen, 
will,  I  trust,  be  considered  sufficient  apologj'  for  my  bringing 
it  under  the  notice  of  the  Pathological  Section. 


COMPLETE  OSSEOUS  IJMOX  AFTER  TRAXSYEHSE 
FRACTURE  OF  THE  PATELLA. 

By  JOHN  KNOTT,  M.A.,  M.D.  (Univ.  Dcb.)  :  M.R.C.P.r., 

M.R.LA.,  &e.,  &Q. 

[Elead  in  the  Section  of  Pathology,  Febraary  25»  1898.] 

The  rarity  of  a  specimen  of  osseous  union  in  a  case  of  tnins- 
A'erse  fracture  of  tlie  patella  was  well  indicated  by  the  great 
French  surgeon,  who  so  thoroughly  disbelieved  in  its  occui^ 
rence,  or  so  extravagantly  appreciated  its  value,  that  he 
offered  its  weight  in  gold  to  anyone  who  would  proc*ure  him 
such  a  specimen.  As  the  present  specimen  is  in  excellent 
c(mdition,  and  shows  the  line  of  fracture  with  ideal  distinct- 
ness, I  thought  that  it  might  be  worthy  a  few  moments' 
attention  from  the  members  of  the  Pathological  Section  of 
the  Royal  Academy  of  Medicine.  I  possess  no  previous 
history  of  the  specimen. 


Dr.  E.  H.  Bennett  said  that  the  specimen  was  as  complete  as 
any  he  hud  seen  ;  it  corresponded  very  closely  indeed  with  the 
magazine  j)lates  in  which  there  is  a  specimen  almost  identical  with 
Dk  Knott's. 

Mb.  Myles,  on  examining  the  specimen,  questioned  whether  the 
line  of  fracture  along  the  cartilages  represented  a  complete  cleft 
through  the  entire  thickening  of  the  bone,  whether  it  was  not 
only  a  chip  out  of  part  of  the  bone. 

Sir  AVilliam  Stokes  thought  that  there  was  a  distinct  mark 
of  the  fracture  in  the  front  of  Dr.  Knott's  specimen. 

Mr.  Wheeler  said  he  had  shown  a  specimen  of  bony  union  of 
the  patella  a  good  many  years  ago,  at  the  Pathological  Section  in 
T.C.D.  The  specimen  was  obtained  two  years  after  the  sustained 
injury,  when  death  occurred  from  phthisis. 

Dr.  £.  H.  Bennett  said  that  he  had  seen  Mr.  Wheeler  s 
specimen.  His  specimen  was  one  of  comminuted  fracture  of  the 
patella,  the  bone  being  broken  into  three  pieces,  and  not  a  trans- 
verse fracture ;  such  specimens  were  common. 


the  cal'se  of  senile  hypertrophy  of  the 

prostatp:. 

By  R.  F.  TOBIN,  M.R.C.P.I.,  F.R.C.S. ; 
Sargeon  to  St.  Vincent's  Hospital. 

[Read  in  the  Section  of  Pathology,  Febraary  25,  1898.] 

I  siiAi-i.  preface  my  paper  by  reading  notes  of  a  case  recently 
exhibited  by  me  to  the  Surgical  Section  of  this  Academy. 

Ca»e. — A.  B.,  aged  fifty-five,  widower  for  eight  years,  father  of 
eight  children,  suffered  from  urinary  troubles  for  three  years. 
They  began  by  his  being  unable  to  micturate  after  a  lonjr 
railway  journey.  Had  had  repeated  attacks  of  retention,  and 
was  troubled  with  nocturnal  erections  and  other  symptoms 
usual  in  enlarged  prostate.  Was  admitted  in  May,  1896,  into 
St.  Vincent's  Hospital.  There  was  complete  retention,  and  it 
was  necessary  to  draw  off  his  water  with  a  catheter  three  times 
daily.  This  condition  had  existed  for  some  weeks  before  his 
admission  to  hospital.  An  examination  per  rectum  showed  that 
the  enlargement  of  the  prostate  engaged  the  middle  lobe.  Six 
weeks'  treatment  failed  to  give  any  relief.  He  was  a  nervous  man 
who,  notwithstanding  the  urgency  of  his  condition,  could  not  be 
taught  to  pass  a  catheter  for  himself.  Operative  interference 
was  therefore  necessary.  In  June,  1896,  I  removed  between 
ligatures  about  half-an-inch  of  the  vas  deferens  on  each  side. 
The  operation  was  painlessly  performed  with  the  help  of 
cocaine.  A  few  days  after  the  operation  he  began  to  pass  a 
little  water,  the  quantity  increased  daily,  and  at  the  end  of  a 
month  he  was  able  to  empty  his  bladder  satisfactorily.  Coinci- 
dent with  this  change  the  prostate,  which  was  never  very  large, 
gradually  diminished  in  size.  He  was  discharged  on  July  lOtli. 
Since  that  date  he  has  reported  himself  every  two  months  lor 
inspection. 

Notwithstanding  that  he  does  not  lead  a  temperate  life,  he 
has  had  no  return  of  urinary  trouble  of  any  kind.  To-day. 
twenty  months  after  the  vasectomy,  this  i.s  his  condition: — He 
describes  his  urinary  system  as  working  well,   and  his  sexual 
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functions  and  desires  as  quiescent.  A  digital  examination  per 
rectum  shows  the  prostate  to  be  of  normal  size.  A  catheter 
passed  immediately  after  micturition  finds  barely  half  an  ounce 
of  urine  in  the  bladder.  The  testicles  are,  as  far  as  one  can 
judge,  normal.  Testicular  feeling  is  present.  On  each  side,  but 
in  a  more  marked  degree  on  the  left,  the  vas  deferens  is  swollen, 
immediately  below  the  site  of  the  resection  into  what  might  be 
described  as  a  retention  cyst.  Fluid  drawn  from  the  cysts  U 
found  crowded  with  active  spermatozoa. 

I  call  attention  to  this  case  on  account  of  the  light  it 
throws  on  the  pathology-  of  chronic  enlargement  of  the 
prostate.  Let  me  recapitulate  the  facts.  The  patient  was 
suffering  for  three  years  from  invitation  of  the  sexual  func- 
tions and  enlargement  of  the  prostate,  and  these  distur- 
bances disappeared  on  the  performance  of  an  operation 
which  caused  no  change  except  a  checking  of  the  flow  of 
semen  through  the  vasa  deferentia.  There  are  other  cases 
of  a  like  nature  published  by  Mr.  Harrison,  Mr.  White,  and 
others.  It  is  true  that  Mr.  Harrison  attributes  the  cure  in 
his  cases  to  atrophy  of  the  testicles  induced  by  the  oblite- 
ration of  their  ducts,  but  it  is  a  question  whether  the  im- 
provement did  not  begin  too  soon  after  the  operation  to  be 
so  accounted  for. 

Let  me  also  lay  before  you  the  following  information. 
For  many  years  I  hare  inquired  from  every  patient  who  has 
consulted  me,  whether  in  hospital  or  private  practice,  for 
enlargem<;nt  of  t!ie  prostate  as  to  his  cx)ndition  precedent  to, 
and  at  the  outset  of,  the  disturbance,  and  from  three-fourths 
of  such  as  could  give  me  any  information  on  the  subject  I 
learned,  that  u  marked  feature  of  it  was  failure  or  difficulty 
of  emission  during  coitus. 

So  much  agreement  has  there  been  on  this  point  that  I 
am  convinced  that  any  one  who  prosecutes  similar  inquiries 
among  his  patients  will  be  struck  by  the  weight  of  evidence 
on  this   point. 

Taking,    then,    into    consideration,  jn   connection    with 


By  Mr.  R.  F.  Tobin.  349 

Lypei-trophy  of  the  prostate  (1)  the  marked  disturbance  of 
the  sexual  funetious  that  exists  in  nearly  all  cases;  (2)  tlu 
difficulty  of  seminal  emission,  which  I  believe  you  will  find 
to  Lave  been  from  the  first  a  feature  of  these  disturbances  ; 
(3)  the  effects  of  ligature  of  the  vasa  deferentia  on  the  con- 
dition— I  venture  to  submit  that  the  starting  point  of  the 
disorder  in  many  cases  will  be  found  in  conditions  inter- 
fering with  escape  of  the  seminal  fluid,  leading  to  a  chronic 
fulness  of  the  seminal  vessels — residual  semen  in  a  word — 
and  so  to  excitement  and  undue  vascularity  of  the  prostate. 
The  vasa  deferentia,  just  before  they  enter  the  prostate, 
become  enlarged  and  sacculated,  and  it  will  be  generalh- 
allowed  that  a  fulness  of  these  vessels  at  this  locality  pre- 
disposes to  excitement  of  the  sexual  organs.  How  slight  an 
irritant  may  cause  a  disturbance  of  the  sexual  apparatus 
we  have  an  instance  of  in  the  priapism  resulting  from 
smegma  preputii  in  young  uncircumcised  children. 

The  changes  I  have  in  my  mind  when  I  speak  of  con- 
ditions interfering  with  the  outflow  of  the  seminal  fluid  are : 
(1)  senile  degenerations  of  the  ejaculatory  apparatus ;  (2) 
neurotic  derangements  of  the  same ;  (3)  obstruction  of  the 
ducts  due  to  pressure  from  without,  chiefly  congestions  the 
result  of  sedentar\'  habits,  and  of  the  recognised  liability  of 
the  prostatic  veins  to  become  varicose  and  to  contain  phle- 
bolites;  (4)  obstruction  due  to  stricture  of  the  ducts  in 
patients  who  had  been  subjects  of  gonorrhoea.  It  would,  of 
course,  be  moat  desirable  with  a  view  to  establish  my  hypo- 
thesis that  I  should  give  anatomical  demonstrations  of  the 
existence,  at  the  outset  of  prostatic  hjT)ertrophy,  of  some  at 
least  of  the  above-mentioned  conditions  ;  but  such  a  demon- 
stration is  evidently  beset  with  very  great  difficulties.  First, 
the  difficulty  of  getting  subjects ;  secondly,  that  of  proving 
the  initial  character  of  any  abnormality.  I  am  therefore 
compelled  to  fall  back  on  less  direct  evidence — ^viz.,  the  fact 
that  such  conditions  are  pointed  to  by  clinical  observation 
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of  the  early  progi-ess  of  cases,  and  by  their  behaviour  after 
vasectomy  and  after  double  castration.  A  slow  change  im 
the  hypertrophied  prostate  follows  vasectomy,  because 
although  the  initial  cause  of  the  disturbance  is  removed  the 
testicles,  through  the  nervous  system,  continue  to  exert  some 
influences ;  a  quick  change  on  the  other  hand  follows  double 
castration,  because  there  is  a  complete  severance  of  the  ties 
between  testicles  and  prostate. 

The  following  ix?cur  to  me  a?  the  points  most  likely  to  be 
ui'ged  against  the  theory  under  consideration  : — 

1.  'Ihe  unlikelihood  of  the  irritation  I  refer  to  causing 
hypei-trophy.  This  objection,  it  seems  to  me,  had  force  until 
it  was  proved  how  completely  the  prostate  is  dependent  on 
the  testicle  for  its  existence.  If  the  prostate,  whether  hy|)er- 
trophied  or  normal,  withers  when  the  testicle  is  removed,  is 
it  not  natural  to  suppose  that  it  will  increase  in  size  when  it 
gains  f iTun  the  testicle  abnormal  stimulation  ? 

2.  The  in-egularity  found  not  only  in  the  shape,  but  in 
tlie  constituents  of  the  liypertrophy.  To  answer  this  objec- 
tion I  would  point  to  the  irregularities  that  follow  obstruc- 
tions in  the  urinary  passages — Aiz.,  sometimes  great  hyper- 
trophy of  the  muscular  tissue  of  the  bladdeir,  other  times 
muscular  tissue  replaced  altogether  by  fibrous.  The 
behaviour  of  the  prostate  must  in  a  measure  depend  on  the 
<legree  of  obstruction  and  wliether  it  sj>ecially  engages  one 
lol)e.  To  explain  myself  I  shall  imagine  a  case  in  which  the 
duct  of  one  lobe  was  obstnicted  by  old  inflammatory  trouble, 
in  which  this  lobe  liecame  enlarged  in  consequence,  and  then 
by  pressure  on  the  common  duct  set  going  a  general  process. 

3.  The  late  occun-ence  of  the  prostatic  hypertrophy  is  not 
explained  by  the  hypothesis.  In  reply  I  say  that  most  of 
the  conditions  thai  I  suggest  as  interfering  with  the  escape 
of  semen  are  of  late  development,  and  also  that  as  the  growth 
of  the  h^-pertrophied  prostate  is  exceedingly  slow,  and  as  it 
is  of  considerable  size  before  it  makes  itself  felt,  the  initial 
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cause  of  the  disturbance  may  date  very  idr  back  indeed. 
Patients  have  told  me  that  it  was  their  belief  that  the  dis- 
turbance that  culminated  in  a  stoppage  of  water  at  or  about 
fifty-five  had  affected  them  in  one  way  or  another  for  ten  or 
fifteen  vears. 

With  these  remarks,  gentlemen,  I  leave  this  subject  in 
your  hands.  I  know  its  complexity,  and  therefore  I  siil>- 
init  my  views  with  diffidence,  not  unmixed,  liowever,  with 
hope  that  your  discussion  of  them  will  throw  light  upon  a 
subject  much  in  need  of  illumination. 


Dk.  Knott  asked  Mr.  Tobin  if  he  believed  that  double  castration 
was  a  cure  for  senile  enlargement  of  the  prostate.  Reports  were 
very  contradictory. 

Dr.  £.  H.  Bennett  said  that  ligature  of  the  vas  deferens  was 
different  from  castration,  as  the  nerves,  &c.,  supplied  to  the  testis 
remained.  If  ciistration  was  to  affect  the  nutrition  of  the  prostate 
It  must  do  so  simply  by  shutting  off  tlie  stream  passinpr  through  the 
prostate,  and  not  by  any  reflex  action.  He  thouglit  it  a  misnomer 
to  call  the  operation  of  ligature  of  the  vas  deferens  castration. 

Du.  £.  J.  McWeeney  said  that  the  impression  he  was  under 
about  the  influence  of  castration  on  producing  diminution  of  the 
size  of  the  enlarged  prostate  was  that  there  was  some  kind  of 
internal  secretion  poured  into  the  general  circulation  by  the  testicle, 
and  the  existence  of  which  was  necessary  for  the  well-being  and 
full  development  of  the  prostate,  and  that  when  this  was  cut  off  the 
prostate  underwent  atrophy.  The  ditticnlty  that  he  saw  in  the 
very  interesting  hypothesis  put  forward  by  Mr.  Tobin  was  that  he 
failed  to  understand  what  would  be  the  cause  of  obstruction  in  the 
emission  of  semen  in  the  patients  he  mentioned. 

Mr.  Tobin,  replying  to  Dr.  Bennett,  said  he  had  not  intended  to 
convey  that  ligature  of  the  vas  deferens  was  the  same  thing  as 
castration.  He  believed  that  castration  was  followed  by  very  much 
more  rapid  collapse  and  atrophy  of  the  prostate  than  ligature  of 
the  vas.  He  wished  to  point  out  that  some  excitement  of  the 
prostate  that  he  supposed  to  be  a  cause  of  its  increased  growth 
comes  from  the  vas  deferens,  and  he  supported  that  point  by 
the  case  related.     As  to  Dr.  McWeeney's  remarks  about  obstruc- 
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tion,  the  proof,  of  course,  was  difficult.  With  regard  to  the  view 
that  atrophy  of  prostate  following  doable  castration  was  due  to  the 
cuttiDg  off  of  some  secretion  which  entered  the  blood,  that  he 
believed  was  hypothetical,  and  there  were  some  experiments  which 
went  against  that  theory.  White,  of  Philadelphia,  had  proved 
that  unilateral  castration  is  followed  by  atrophy  of  the  prostate  on 
thai  side  only.  It  was,  of  course,  an  exceedingly  difficult  question 
to  solve. 


LACERATION  OF  THE  DUODENUM,  THE  RESULT 
OF  A  KICK  FROM  A  HORSE. 

By   E.    H.    BENNETT,    M.D.,    F.R.C.S.; 

President  of  the  Royal  Academy  of  Medicine  in  Ireland ; 

Sargeon  to  Sir  P.  Dun's  Hospital ; 

Professor  of  Surgery,  Trinity  College. 

[Read  in  the  Section  of  Pathology,  Febraary  25, 1893.] 

Case. — L.  F.,  a  man  aged  thirty,  was  admitted  on  the  evening  of 
November  2^th,  1897,  to  Sir  Patrick  Dun's  Hospital,  having  been 
kicked  in  the  abdomen  by  a  horse.  One  hoof  struck  him  above 
and  to  the  riglit  of  the  umbilicus,  the  other  a  little  above  the 
crista  ilii  on  the  right  side.  He  vomited  a  considerable  amount 
on  his  way  to  the  hospital  and  after  his  admission;  the  matter 
vomited  was  green  in  colour,  and  very  fluid.  There  was  no  mark 
of  any  kind  on  the  skin  of  the  abdomen.  On  admission  his 
temperature  was  06'7° ;  next  morning  it  rose  to  100*5°,  and 
remained  at  that  point  during  the  day. 

I  saw  this  man  first  at  visiting  hour  on  the  morning  after  his 
admission,  and  was  struck  by  bis  drawn  and  pinched  look,  and  by 
the  fact  that  although  his  lip  was  fairly  red  his  pulse  was  imper- 
ceptible at  the  wrist.  He  was  in  great  pain,  vaguely  seated  in  the 
back ;  he  had  had  no  motion  since  his  admission,  but  he  passed 
water  which  was  normal,  without  blood  or  albumen.  His  abdo- 
men was  moderately  distended  and  was  very  hard,  but  on  percussion 
I  could  readily  map  out  the  contour  of  the  liver  and  spleen,  and 
the  line  of  the  colon  and  stomach.  I  came  to  the  conclusion  that 
there  was  no  intra-abdominal  haemorrhage,  nor,  as  far  as  I  could 
diagnose,  rapture  of  any  of  the  hollow  viscera.  His  condition  was 
such  that  I  thought  at  the  time  operation  was  inadmissible.  In 
the  afternoon  the  reaction  was  more  established,  and  with  the  help 
of  my  colleague,  Dr.  Taylor,  I  opened  the  abdomen  above  the 
umbilicus  in  the  middle  line.  I  found  neither  blood  nor  any  intes- 
tinal contents;  there  was  a  little  rent  in  the  great  omentum,  and 
here  I  tied  a  little  vein  which  I  think  bled  only  on  being  relieved 
from  the  intra-abdominal  pressure.     I  passed  my  finger  over  the 
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anterior  surface  of  the  liver,  and  found  no  blood  nor  any  rent  of 
its  tissue.  Displacing  the  omentum  we  got  a  view  of  the  peri- 
toneum of  the  posterior  wall,  and  found  nothing  except  that  we 
noticed  that  its  colour  was  abnormal — slightly  yellow.  I  then 
closed  the  wound  in  the  abdominal  wall.  The  man  died  after  mid- 
night on  the  morning  of  26th. 

The  post-mortem  examination  revealed  the  fact  that  the  duodenum, 
where  it  lies  against  the  spine  behind  the  peritoneum,  was  ruptured, 
a  rent  measuring  two  inches  in  circumference  at  right  angles  to 
the  axis  W  the  intestine  existed,  and  the  intestinal  contents  bad 
passed  down  along  the  spine  and  had  reached  into  the  pelvis. 

I  find  that  tliis  injurv  is  not  uncommon,  and  that  it  is 
probably  the  most  fatal  of  intestinal  lesions;  its  clinical 
symptoms  are  very  vague,  and  Uj)  to  the  present  time  but  one* 
recovery  has  followed  the  operation  of  suture  out-  of  a  series 
of  cases  where  the  lesion  has  been  j)rove(l  to  exist  numbering 
242.  Since  I  wrote  this  in  readiness  for  the  last  meeting  of 
the  Section,  I  have  come  across  the  account  of  a  second 
recovery  after  suture  of  an  intra-peritoneal  rupture  and  thv 
occuiTence  of  i)eritonitis. 


Dk.  K.  J.  McWeeney  said  that  he  remembered  seeing  in  ihejw^tf- 
mortem  room  a  case  of  traumatic  rupture  of  duodenum,  following  a 
chronic,  round,  clean  punched-out  duodenal  ulcer.  In  that  case 
the  patient  had  succumbed  to  an  injury — the  kick  of  a  horse  in  the 
stomach.  Immediate  collapse  followed  the  injury.  Diagnosis  of 
a  rupture  of  some  important  abdominal  viscus  was  made,  but 
patient  was  too  far  gone  to  allow  of  operation.  The  rupture  was 
into  the  peritoneal  cavity,  and  was  attended  by  acute,  diffuse, 
purulent  peritonitis. 

Dr.  E.  H.  Bknnett,  replying,  drew  attention  to  the  statement 
of  Colin,  to  whose  facts  he  (Dr.  Bennett)  had  alluded,  tbi^  the 
clinical  symptoms  of  such  injury  are  very  vague,  and  of  such 
injuries  recorded,  only  one  recovery  followed.  A  second  recovery 
occurred  recently  in  Buda-Pesth,  where  the  abdomen  Avas  opened, 
after  the  occurrence  of  peritonitis,  three  or  four  days  after  injury, 
the  abdominal  cavity  drained,  and  the  wound  sutured. 


CANCEK  OF  (ESOPHAGUS  WITH  SECONDARY 
GROWTHS  PERFORATING  THE  TRACHEA 
AND   THE   RIGHT   SUBCLAVIAN   ARTERY. 

Bv  JOHN  W.  MOORE,  M.D.,  B.A.  (Univ.  Dubl.);  F.R.C.P.L; 

Fellow  of  the  Royal  Medical  and  Chirargical  Society  ; 
Senior  Physician  to  the  Meath  Hospital. 

[Read  in  the  Section  of  Pathology,  March  25,  1898.] 

Questions  of  diagnosis  are  alwaj's  of  interest — never  more 
so  than  when  the  seat  of  disease  is  one  ot  the  gr^at  cavities — 
the  skull,  the  thorax,  or  the  abdomen.  In  the  ease  I  am 
about  to  record,  a  cancerous  growth  caused  pressure  sym- 
ptoms within  the  thorax  so  closeh'  resembling  those  of 
aneurysm  of  the  terminal  portion  of  the  arch  of  the  aorta 
as  to  lead  me  to  a  wrong  diagnosis  of  that  lesion.  Sudden 
death  by  profuse  haemorrhage  seemed  to  confirm  the  dia- 
gnosis, which  was  entirely  overthrown  by  the  post-mortem 
examination.     The  case  is  as  follows  : — 

Clinical  ITistovjj. — James  C,  aged  fifty-six  years,  by  trade  a 
corkcutter,  was  admitted  to  the  Meath  Hospital  on  Monday, 
the  4th  of  October,  1897.  The  following  are  the  notes  of  the 
case  taken  by  Mr.  Mervyn  Falkiner,  my  clinical  clerk  at  the 
time : — 

*'  About  six  months  previously  the  patient,  on  getting  up 
one  morning,  noticed  that  he  was  hoarse.  He  could  ofifer  no 
explanation  jof  this  symptom.  His  appetite  began  to  fail,  and 
he  had  a  considerable  amount  of  difficulty  in  swallowing.  About 
three  months  afterwards  he  got  a  cough  and  spit,  which  he 
compared  to  the  yolk  of  an  egg.  This  was  sometimes  mixed 
with  a  littie  red  blood.  During  all  this  time  his  dysphagia 
increased,  till,  at  the  time  at  which  these  notes  were  taken,  he 
was  unable  to  swallow  solid  food  at  all,  and  took  a  long  time 
to  drink  a  cupful  of  fluid.  Last  week  he  came  to  hospital  as 
an  extern  patient,  and  had  a  bougie  passed  down  his  oesophagus, 
which  relieved  him  greatly. 
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**  October  8th. — Sonorous  rhonchi  and  sub-crepitant  ra,les  are 
heard  at  the  left  base,  with  puerile  breathing.  There  are  no 
signs  on  inspection,  palpation,  or  percussion.  The  expectora- 
tion is  now  more  abundant,  and  contains  a  laFger  quantity  of 
blood.     Circulatory  system  is  apparently  normal. 

"  October  30th. — The  sputum  is  now  foetid,  and  there  is  a 
horrible  smell  from  the  breath.  Some  small  pieces  of  lung 
tissue  have  been  found  in  the  sputum.  Apparently  a  localised 
gangrene  is  present.  Eyes — the  pupils  differ  in  size ;  the  right 
pupil  is  small,  the  left  is  large.  This  sign  has  been  constant. 
There  is  laryngeal  stridor  ;  it  occurs  with  inspiration.  The  left 
pulse  is  smaller  than  the  right.  Dr.  Lane  Joynt  examined  the 
case  with  a  laryngoscope,  and  found  the  left  vocal  cord  para- 
lysed. He  also  took  a  skiagram,  which  was  one  of  the  best  I 
ever  saw  ;  but  it  does  not  show  any  definite  sign  of  a  tumour." 

The  following  notes  of  the  case  from  Nov.  1st,  1897, 
were  taken  by  my  clinical  clerk,  the  late  Mr.  Valentine 
Walker : — 

*'The  patient's  appearance  gives  no  indication  as  to  the 
nature  of  his  complaint,  his  face  being  full  and  well  noiu-ished, 
his  complexion,  however,  is  pale  and  pasty,  and  rather  sugges- 
tive of  renal  trouble.  The  most  noticeable  thing  about  him  is  the 
stridulous  breathing  ;  it  is  not,  however,  very  marked  except  on 
exertion  ;  he  speaks  in  a  hoarse  whisper,  but  his  articulation  is 
distinct ;  he  has  difficulty  in  swallowing,  but  can  manage  a  little 
solid  food  ;  his  appetite  is  fair.  On  inspection  of  his  chest 
nothing  particular  is  seen  ;  it  is  perhaps  a  little  enlarged  in 
the  upper  half,  suggesting  emphysema ;  on  palpation  nothing 
is  apparent.  On  percussion  no  localised  area  of  dulness  can 
be  made  out.  On  auscultation  rhonchi  are  heard  and  puerile 
breathing,  especially  over  the  left  lung.  The  heart  sounds  are 
normal  and  are  not  conducted  abnormally. 

**  The  left  pulse  is  said  to  be  smaller  than  the  right,  but  this 
is  doubtful.  1  examined  for  laryngeal  tugging  but  it  was  not 
present.  He  was  given  creasote  every  fourth  hour.  This  has 
relieved  the  breathing  and  reduced  expectoration,  and  the  breath 
is  no  longer  foetid. 

*'  His  diet  consists  of  milk,  two  egg-flips,  chicken  or  mutton, 
and  4  ozs.  of  whiskv. 


By  Dr.  J.  W.  Moore.  857 

**  He  left  the  hospital  and  went  home  on  November  22nd,  1897, 
but  was  re-admitted  on  December  4th  at  his  own  urgent  request. 
He  had  never  left  his  bed  since  leaving  the  hospital,  and  looked 
a  good  deal  worse,  though  he  did  not  seem  to  have  lost  much 
flesh.  The  breathing  was  difficult  and  stridulous,  and  his  voice 
was  very  hoarse ;  loud  rhonchi  and  coarse  rales  were  present, 
and  expectoration  was  fairly  abundant,  and  it  was  sometimes 
tinged  with  blood.  Swallowing  is  more  difficult  and  the  appetite 
is  worse.  Double  meiosis  is  present.  The  breath  is  foetid.  He 
was  again  put  on  creasote  and  turpentine  capsules  ;  this  im- 
proved the  breath  and  the  fcetor  diminished. 

**  About  the  10th  of  December  he  lost  all  appetite  for  food.  He 
could  give  no  reason  for  this  ;  he  did  not  feel  sick,  but  food  that 
he  tried  to  swallow  always  came  up  again  after  a  few  minutes. 
This  loss  of  appetite  was  the  only  symptom  that  distressed  him. 
All  this  time  he  never  complained  of  any  pain.  The  only  thing 
he  took  from  this  time  till  his  death  was  whisky. 

**  He  complained  of  a  *  draw '  in  his  breathing,  as  he  described 
it." 

Mr.  Walker  adds  : — 

**  I  saw  him  last  alive  on  Wednesday,  the  22nd,  on  my  night 
round  ;  he  was  asleep  and  looked  as  usual.  I  had  not  noticed 
any  particular  change  in  him.  He  was  sitting  in  a  chair  at  the 
fire  on  Tuesday  night. 

**  He  died  on  Thursday  morning  at  five  o'clock  from  profuse 
haemorrhage." 

The  following  notes  of  the  autopsy  were  taken  by  Mr. 
Walker: — 

**  Post  mor tern. — ^The  body  was  not  wasted,  but  looked  well 
nourished ;  there  was  no  external  evidence  of  a  tumour.  On 
making  the  usual  incision  there  was  a  large  amount  of  adipose 
tissue.  The  sixth  costal  cartilage  on  both  sides  was  ossified, 
the  others  were  not.  When  the  thorax  was  opened,  the  right 
lung  was  seen  to  stretch  right  across  the  middle  line,  and  was 
emphysematous-looking ;  it  did  not  collapse.  The  pericardium 
was  not  visible,  and  only  a  small  part  of  the  upper  lobe  of  the  left 
lung,  which  was  full  of  blood  and  deep  red  in  colour,  came  into 
sight.  When  separating  the  right  lung  slight  recent  adhesions 
were  met  with ;  having  removed  it,  the  heart  was  found  to  be 
unusually  small  and  contracted. 
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**  A  tumour  could  now  be  felt  blocking  up  the  inlet  of  the  thorax ; 
it  was  hard  and  nodular.  To  remove  this  the  first  rib  and 
right  clavicle  had  to  be  cut  through.  I  then  removed  the  larynx, 
trachea,  oesophagus,  heart  and  great  vessels,  and  the  left  lung 
en  masse.  The  tumour  was  found  to  be  situated  round  the 
innominate  artery,  and  in  the  posterior  w^all  of  the  trachea  the 
oesophagus  was  adherent  and  somewhat  constricted,  but  not 
perforated.  Another  tumour  was  felt  in  the  oesophagus  about 
an  inch  above  the  diaphragm ;  the  finger  could  not  be  passed 
through  here. 

**  The  left  lung  was  firmly  adherent,  especially  to  the  diaphragm, 
and  was  greatly  congested.  On  opening  up  the  trachea  about 
an  inch  below  the  larynx,  and  on  the  posterior  wall,  a  large 
perforation  was  found  with  irregular  necrosed  walls  and 
surrounded  by  a  cancerous  growth.  This  growth  surrounded 
the  innominate  artery  and  the  origin  of  the  right  carotid  and 
subclavian  arteries.  On  opening  these  a  number  of  small  per- 
forations were  found  which  opened  into  the  hollow  of  the 
cancerous  ulcer.  These  ^vere  situated  in  the  right  subclavian 
artery,  just  beyond  its  origin.  The  tumour  on  the  lower  end  of 
the  oesophagus  was  hard  and  nodular,  and  had  constricted  it 
greatly.  The  upper  tumour  occupied  the  thoracic  inlet  so  fully 
that  the  first  finger  could  not  be  forced  up  under  the  sternum." 

I  am  indebted  to  Professor  A.  C.  O'SuUivan,  Fellow  of 
Trinity  College,  Dublin,  for  the  following  note  of  the  macro- 
scopic and  microscopic  appearances  in  the  case  : — 

**  A  tumour  was  found  in  the  oesophagus  commencing  an  inch 
below^  the  level  of  the  bifurcation  of  the  trachea,  extending 
downwards  for  2  inches,  and.|  in.  thick  in  its  thickest  part.  It 
passed  round  the  posterior  and  lateral  walls,  leaving  a  strip  \  in. 
wide  free  oil  the  anterior  wall.  It  was  deeply  ulcerated  in  the 
middle,  and  a  superficial  ulceration  extended  from  it  downwards, 
ending  sharply  by  an  irregular  line  which  divided  it  from  the 
normal  epithelium. 

**  Along  the  left  side  of  the  oesophagus  was  a  chain  of  lymph 
glands,  hard,  enlarged,  and  evidently  infected  by  the  tumour. 
They  had  been  cut  away  at  the  level  of  the  bifurcation,  and 
could  not  be  traced  further. 

**  On  the  right  side,  commencing  about  an  inch  above  the 
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bifurcation  and  extending  to  the  level  of  the  cricoid  cartilage, 
was  a  second  tumour-mass  3  in.  long,  and  about  1}  in.  in  cross 
diameter,  nodular  and  hard,  which  was  partly  composed  of 
infiltrated  lymph  glands,  but  also  involved  the  lower  part  of  the 
thyroid  gland.  This  mass  surrounded  the  right  and  posterior 
walls  of  the  trachea,  passing  between  it  and  the  oesophagus. 
It  also  surrounded  the  innominate  artery  and  the  origins  of  the 
right  subclavian  and  common  carotid,  except  in  front.  The 
large  veins  passed  free  in  front  of  it,  and  the  vagus  nerve 
passed  through  the  mass,  showing  a  bulbous  swelling  just  before 
entering  it. 

"The  cesophagus  was  closely  connected  with  the  mass,  but 
not  involved  in  the  growth.  It  was  puckered-in  in  one  spot, 
and  had  two  small  superficial  ulcers  near  that  spot. 

'*  In  the  posterior  wall  of  the  trachea  there  was  a  large  hole, 
^  in.  by  f  in.,  the  floor  of  which  was  formed  by  the  tumour. 

**  On  the  right  wall,  close  to  this,  was  another  smaller  per- 
foration, which  was  filled  with  blood-clot  and  communicated 
with  a  perforation  at  the  origin  of  the  right  subclavian  artery. 
This  perforation,  also  filled  with  clot,  was  ^  in.  by  :J  in. 

**  Bound  these  perforations  the  mucous  membrane  of  the 
trachea  was  irregularly  swollen  and  ulcerated,  and  this  condi- 
tion extended  for  some  distance  upwards  and  downwards. 
Microscopic  examination  showed  both  grow^ths  to  be  squamous 
cancer. 

**  From  these  appearances  it  is  most  natural  to  conclude 
that  the  lower  tumour  was  the  primary  one ;  that  the  lymphatic 
glands  were  secondarily  infected  through  the  lymphatic  vessels ; 
atid  that  the  growth  passed  over  into  the  thyroid  gland  by 
direct  continuity  with  the  infected  lymphatic  glands." 

Remarks, — I  am  free  to  admit  that  the  result  of  the  post- 
mortem examination  in  this  case  greatly  surprised  me.  Tlie 
absence  of  anything  resembling  cancerous  cachexia  or  of  any 
constitutional  disturbance,  and  the  presence  of  a  whole  group 
of  pressure  symptoms,  led  me  to  the  belief  that  the  lesion 
was  most  likely  an  aneurysm  of  the  terminal  portion  of  the 
arch  of  the  aorta  pressing  backwards  and  to  the  left.  The 
laryngeal  stridor  with  paralysis  of  the  left  vocal  cord  pointed 
to  pressure  on  the  recurrent  laryngeal  nerve  ;  the  dysphagia, 
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to  pressure  on  the  oesophagus ;  the  bronchial  catarrh  and 
dyspnoea,  to  pressure  on  tlie  left  bronchus ;  tlie  recurrent 
appearance  of  foetid  breath  and  expectoration,  to  pressure  on 
the  nutrient  vessels  of  the  left  lung. 

It  is  true  that  the  physical  signs  of  thoracic  aneurysm 
were  wantinff.  There  was  no  marked  area  of  dulness  on 
percussion,  or  fulness,  or  tumour,  or  area  of  pulsation, 
excentric  and  distensile  in  character  ;  or  localised  area,  in 
which  sounds  resembling  those  of  the  heart  were  audible. 
But  "  it  has  been  aptly  said  that  aneurysms  of  the  ascending 
aorta  were  those  of  physical  signs,  while  aneurysms  of  the 
transverse  arch  were  those  of  symptoms"  (Horace  Parsons).* 
Dr.  Stokes,  also,  in  his  masterly  Treatise  on  Diseases  of  the 
Heart  and  Aorta,*'  makes  the  following  pertinent  observa- 
tions : — 

**  As  the  two  most  common  forms  of  intra-thoracic  tumour 
are  those  of  aneurysm  and  of  cancer,  and  as  all  the  symptoms 
of  excentric  pressure  are  more  or  less  common  to  the  two  dis- 
eases, the  rule  is  easily  derivable  that  an  intra-thoracic  tumour 
having  been  discovered,  the  diagnosis  will  be  between  aneurysm 
and  cancer.  As  the  first  of  these  affections,  however,  is  so 
much  more  frequent  than  the  second,  the  chances  will  be 
greatly  that  in  any  given  case  of  intra-thoracic  tumour  the  dis- 
ease is  aneurysmal. 

**  But  I  have  already  shown  that  a  cancerous  tumour  may 
not  only  produce  all  the  symptoms  which  we  observe  in 
aneurysm  as  proceeding  from  compression  of  surrounding 
organs,  but  that  it  may  exhibit  a  diastolic  pulsation,  accom- 
panied by  a  distinct  bellows  murmur.  As  might  be  expected 
from  the  rarity  of  the  disease,  our  experience  of  those  cancel's 
which  simulate  aneurysm  is  as  yet  but  limited.  I  am  aware, 
however,  of  two  cases  of  cancerous  tumour — ^the  one  presenting 
only  the  signs  of  surrounding  pressure,  without  pulsation  or 
murmur ;  the  second  having  the  latter  signs,  in  addition  to 
those  of  pressure  on  sun-ounding  parts." 

"  Medical  Record,  New  York,  Feb.  19, 1898.    Page  2G7. 
^  Dablin  :  Hodges  A  Smith.    1854.    Page  603. 
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Dr.  Craig  said  that  the  case  was  an  extremely  interesting  one. 
A  somewhat  similar  case  came  under  his  care  in  the  past  fort- 
night, where  the  primary  cancer  occurred  in  the  oesophagus  just  below 
bifurcation  of  trachea,  t\te  secondary  growths  occurring  in  many 
places.  A  large  growth  occupied  the  lesser  omentum,  extending 
from  the  posterior  wall  of  the  lesser  curvature  of  stomach  to  the 
under  surface  of  liver ;  a  lower  growth  surrounded  the  aorta,  and 
was  adherent  to  the  vertebral  column.  There  were  small  growths  in 
liver,  lungs  completely  studded  with  small  tumours,  and  epiglottis 
also  involved  ;  and,  although  vocal  chords  and  larynx  were  not  in- 
volved, there  was  behind  and  on  edges  of  epiglottis  a  new  growth — 
a  squamous  epithelioma.  In  his  experience  of  such  cases,  in  nearly 
all  of  them  tlie  growth  involved  that  part  of  oesophagus  which  lies 
opposite  the  bifurcation  of  trachea. 

Dr.  M^Causland  asked  if  a  bougie  had  been  passed  more  than 
once  ?  Was  any  blood  or  matter  noticed  on  withdrawal  of  bougie  ? 
Was  any  obstruction  noticed?  Was  the  vomited  matter  ever 
examined  microscopically,  and  would  such  examination  throw 
any  light  on  the  diagnosis?  Was  any  reason  assigned  for  the 
foetid  expectoration  ?  His  experience  was  that  cancer  in  the  lung 
gave  rise  to  very  foetid  expectoration  and  marked  symptoms. 

Dr.  E.  J.  McWbenet  agreed  with  Dr.  Craig  in  saying  that  the 
favourite  place  for  cancer  of  the  oesophagus  is  about  bifurcation  of 
trachea.  Last  week  he  made  a  post-mortem  in  a  case  of  cancer 
of  the  oesophagus  corresponding  to  bifurcation  of  the  trachea. 
The  left  bronchus  was  adherent  to  the  thickened  portion  of  the 
oesophagus,  and  although  the  oesophagus  itself  was  ulcerated  and 
thickened,  there  was  not  the  slightest  attempt  at  ulceration  of  the 
bronchus,  and  although  there  was  a  big  packet  of  lymphatic  glands 
wedged  in  between  the  structures  in  this  situation,  careful  examina- 
tion revealed  not  the  slightest  evidence  of  cancerous  deposition  in 
any  one  of  them.  They  were  all  black,  and  appeared  to  be  in- 
filtrated with  carbonaceous  pigment  from  the  lungs.  It  was  thus 
interesting  to  note  how  completely  limited  cancer  may  be  to  the 
mucous  membrane  of  the  oesophagus  itself  without  spreading  to 
such  eminently  attackable  structures  by  epithelioma  as  the  nearest 
lympiiatic  glands. 

Dr.  Knott  had  seen  Dr.  Moore's  case,  and  could  confirm  his 
difficulty  about  the  diagnosis.  About  a  hundred  years  ago,  when 
disease  of  (Bsophagus  was  rare,  the  upper  third  of  oesophagus  was 
laid  down  by  all  authorities  to  be   the  most  favourite  seat  for 
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cancer  which  was  scirrhus.  Later  German  statistics  showed  that 
the  common  seat  was  at  the  lower  end,  and  was  always  epithelioma. 
He  asked  Dr.  Moore  what  was  his  experience  of  secondary  groivth 
as  limited  to  oesophagus.  He  had  heard  it  laid  down  by  some 
authorities  that  fcetid  expectoration  is  never  characteristic  of  cancer 
of  the  lung. 

Dr.  Moore,  in  reply,  said  that  the  bougie  had  been  passed  only 
once  before  the  case  came  under  his  observation,  and  the  passage 
of  the  bougie  produced  a  remarkable  amelioration  in  the  symptom 
of  dysphagia.     However,  he  forbade  further  attempts  to  pass  it,  as 
he  came  to  the  conclusion  that  a  thoracic  aneurysm  was  present. 
With  regard  to  the  expectoration,  he  concluded  that   that   was 
another  evidence  of  intrathoracic  aneurysm,  that  the  pressure  was 
exercised  on  the  nutrient  vessels  of  left  lung  in  which  there  were 
distinct  physical  signs.     In  answer  to  Dr.  Knott  he  said  that  there 
was  no  evidence  of  involvement  of  the  lung  in  the  cancerous  growth 
at  all.     He  added  that  the  mode  of  death  seemed  to  him  to  confirm 
the  diagnosis  of  aneurysm,  which  was  first  called  in  question  by  the 
X-rays  examination,  which  revealed  no  aneurysmal  tumour. 


TREPHINING  FOR  DEPRESSED  AND  COM- 
MINUTED  FRACTURE  OF  THE  SKULL; 
PATIENT  AND  PORTION  OF  BONE  RE- 
MOVED EXHIBITED. 

By  W.  I.  DE  C.  WHP:ELER,  M.D.,  F.R.C.S.; 

Snrgeon  to  the  City  of  Dublin  Hospital. 

[Read  in  the  Section"of  Pathology,  March  25.  1898.] 

C.  M.,  aged  twenty-nine,  occupation  a  coachman,  was  admitted 
into  the  City  of  Dublin  Hospital  on  the  21st  March,  1897,  having 
sustained  a  severe  injury  to  his  head,  caused  by  a  fall  from  the 
top  of  an  electric  tramcar  while  in  motion.  The  patient's  condition 
on  admission  was  that  of  profound  coma,  he  was  completely  paralysed, 
and  his  respirations  were  stertorous,  his  pulse  was  laboured  and  slow, 
50  per  minute ;  the  surface  of  his  body  was  warm  and  perspiring ; 
both  his  pupils  were  dilated,  his  reflexes  were  absent ;  his  fasces  and 
urine  were  retained ;  there  was  no  haemorrhage  from  his  ear, 
mouth,  or  nose.  A  large  depression  couM  be  easily  detected 
upon  the  left  side  of  his  head,  in  front  of  the  parietal  eminence. 

A  large  Y-shaped  flap  was  raised,  the  hair  having  been  previously 
removed  and  the  soft  parts  thoroughly  cleansed.  This  exposed 
the  depressed  area  of  bone,  which  was  at  the  junction  of  the  parietal 
and  sagittal  sutures,  and  there  was  brought  into  view  an  exten- 
sive comminuted  fracture  invading  both  frontal  and  parietal  bones. 
A  large  triangular  piece  of  bone  was  removed,  and  two  smaller 
pieces  wiih  several  spicula.  From  the  superior  portion  of  this 
large  triangular  piece  of  bono  the  superior  longitudinal  sinus  had 
to  be  separated.  There  was  considerable  haemorrhage  from  a 
large  cerebral  vessel  as  well  as  from  wounds  in  the  dura  mater. 
Ten  minutes  after  the  operation  the  patient  conversed  with  his 
master,  a  Doctor  of  Medicine  living  in  Merrion-square.  It  is  not 
necessary  to  detail  the  daily  progress  of  this  patient,  who  has 
quite  recovered,  except  for  the  loss  of  sight  in  his  left  eye. 

After  the  operation,  and  for  days  after,  he  could  see  tolerably 
well  with  his  left  eye ;  his  field  of  vision  was  impaired,  and  occa- 
sionally there  was  a  **  blur,"  to  use  his  own  phraseology,  over 
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and  round  objects  he  looked  at.  During  this  period  there  conld 
not  be  ascertained  by  transmitted  light  anything  abnormal  with 
the  fundus  or  with  his  optic  disc,  yet  his  pupil  contracted  when 
his  eye  was  closed  and  dilated  widely  when  his  eye  was  opened, 
or  when  he  opened  it  himself  by  request.  There  was  no  ptosis. 
There  was  not  any  inequality  in  his  pupils  previous  to  the  dila- 
tation of  his  left  pupil  observed  on  exposure  to  light.  There 
was  not  any  sluggish  reaction  of  the  right  pupil  on  a  strong 
beam  of  light  being  thrown  into  his  left  eye.  There  was  not  any 
contraction  followed  by  dilatation,  or  oscillations  of  any  kind ;  his 
pupil  remained  dilated.  The  so-called  paradoxical  pupil  is  diagnostic 
of  early  paralysis,  and,  as  described  by  writers  on  this  subject, 
consists  in  this — that  when  a  strong  beam  of  light  is  thrown  into 
the  eye  with  the  focal  illumination,  the  pupil  at  first  contracts 
fairly  well,  then  dilates  slightly,  contracts  again,  and  after  a  few 
such  oscillations  finally  dilates  widely,  although  the  strong  light 
still  shines  into  the  eye.     There  is  no  paralysis  in  this  case. 


TRAUMATIC   RUPTURE    OF    THE    LIVER    AND 

KIDNEY. 

By  W.  I.  DE  C.  WHEELER,  M.D.,  F.R.C.S. ; 

Surgeon  to  the  City  of  Dablin  Hospital. 

[Read  in  the  Section  of  Pathology,  March  25, 1898.] 

The  subject  of  the  above  in  juries  was  a  child,  aged  six  years, 
who  WHS  run  over  by  a  cart,  causing  rupture  of  the  liver  and  right 
kidney,  both  shown.  The  child  was  admitted  to  the  City  of  Dublin 
Hospital  on  March  10th,  1898,  at  3  30  p.m.,  apparently  with  little 
the  matter,  as  it  ran  about  the  accident  ward.  There  was  no 
external  mark.  At  4  15,  the  child,  lying  in  its  bed,  was  observed 
to  get  weak,  and  shortly  after  exhibited  all  the  signs  of  collapse ; 
three  hours  after  it  died. 

The  liver  presented  a  contused  appearance.  On  the  upper  surface 
and  posterior  portion  of  the  right  lobe,  towards  the  anterior  right 
margin,  vraa  a  linear  rupture,  with  the  capsule  torn  about  f  of  an 
inch.  Between  this  and  right  border,  near  the  right  lateral  ligament, 
there  was  an  angular  gaping  rupture,  2^  to  3  inches  long,  communi- 
cating about  the  centre  with  the  posterior  surface  and  extending 
round  the  right  margin.  Upon  the  under  surface  of  the  right  lobe, 
corresponding  to  the  depression  for  the  kidney,  wns  a  long  iiTegular 
rupture,  gaping  slightly  and  extending  at  one  portion  into  the 
rupture  on  the  superior  surface. 

The  right  kidney  presented  upon  the  anterior  surface  three  long, 
gaping  ruptures,  two  of  which  passed  round  its  inner  border  and 
extended  posteriorly,  the  third  extended  to  the  outer  border  and 
deeply  into  the  kidney  substance.  Upon  the  posterior  surface,  as 
well  as  the  two  ruptures  mentioned,  there  were  about  its  centre 
several  minute  ruptures  which  were  covered  by  the  unbroken  capsule. 
The  child  passed  urine  on  admission ;  there  was  no  blood  passed 
with  the  urine.  Although  the  post-mortem  examination  revealed  a 
large  blood-clot  in  the  urinary  bladder,  there  was  a  large  quantity 
of  blood  in  the  peritoneum.  The  vesseb  of  the  kidney  were  not 
injured. 
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This  child  called  to  the  mind  of  the  writer  two  other 
cases — that  of  a  man  who  received  a  kick  in  the  abdomen 
and  who  was  in  a  collapsed  state,  in  whom,  when  reaction 
was  established,  a  large  vessel  was  ligatured  in  the  abdominal 
cavity,  probably  a  branch  of  the  coeliac  axis ;  he  made  a  good 
recovery.  The  t^econd  was  an  example  of  what  has  been 
termed  "  wind  contusion,"  where  a  six-pouiuler  ball  passed 
across  a  man's  abdomen.  This  man  walked  for  a  mile  or 
more  after  the  accident.  There  was  no  abrasion  of  the  skin ; 
his  liver,  spleen,  and  kidneys  were  ruptured. 


Mr.  T.  MrLES  said  that  Mr.  AVheeler's  second  case  showed  the 
great  obscurity  of  the  symptoma.     It  was  .astonishing  to  note  the 
extraordinary  amount  of  liver  shattering  that  may  exist,  and  be 
for  a  time  unaccompanied  with  any  severe  symptoms.     He  related 
the  case  of  a  man  who  got  squeezed  between  buffers  on  the  railway, 
but  had  sufRcient  strength  to  walk  a  considerable  distance  before 
feeling  weak.     He  was  then  driven  to  hospitul  and  put  to  bed. 
Soon  afterwards  he  developed  some  collapse  and  slight  tenderness^ 
and  stated  that  it  hurt  him  to  draw  a  deep  breath.     Three  days 
afterwards,  in  a  moment  of  anger — he  was  sitting  up  in  bed  at  the 
time— he  snatched  up  a  pillow  and  threw  it,  and  immediately  gnve 
a  violent  yell,  lay  back,  and  was  dead  in  half  an  hour.     Post-mortent 
showed  the  whole  abdominal  cavity  full  of  blood,  three  vertical 
fissures  in  liver,  one  extending  half  way  through  its  substance. 
Two  of  them  had  absolutely  united,  but  the  third  had  apparently 
been  lorn  open  by  the  sudden  muscular  effort.     He  related  a  re- 
markable case  where  a  man  sustained  an  abdominal  injury,  but 
was  able  to  walk  some  distance  to  hospital,  as.-^isted  by  some  friends. 
He  vomited  blood  very  freely,  and  became  moderately  collapsed. 
Death  occurred  in  twenty-four  hours.      Post-mortem  showed  the 
small  intestine  cut  clean  across  as  if  cut  with  a  sharp  knife,  the 
cut  extending  for  some  inches  through  the  mesentery.     The  right 
external  iliac  artery  was  torn,  and  a  luige  extravasation  of  blood 
surrounded  it.     His  liver  was  turned  into  a  regular  jelly,  and  was 
utterly  unrecognisable,  and  his  fifth  lumbar  vertebra  was  dislocated 
half  way  back  behind  the  fourth.     Death  was  diie  to  shock.     It 
was  probable,  he  said,  that  in  the  **  wind  contusion"  death  was* 
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due  to  traumatic  rupture  of  liver  due  to  the  gliding  action  of 
the  cannon  ball  shattering  and  rupturing  the  liver,  without  any 
external  mark  of  violence. 

Dr.  E.  J.  McWeeney  said  that  about  a  fortnight  ago  he  had 
made  a  posUmwlem  examination  on  a  man  witli  rupture  of  liver 
caused  a  fortnight  previously.  A  cart-wheel  had  passed  over 
thorax,  and  the  right  lung  was  raptured,  giving  rise  to  a  sup- 
purating gangrenous  cavity  in  its  substance,  and  the  liver  below 
the  diaphragm  was  ruptured  in  the  most  convex  part  of  the  right 
lobe  for  some  inches  into  the  depth  of  its  substance.  For  several 
inches  along  the  surface,  corresponding  to  this  rupture,  the 
diaphragm  had  been  detached  from  the  liver,  leaving  a  space 
filled  with  pus,  blood,  and  bile.  On  washing  away  the  stuff,  the 
walls  were  of  a  brilliant  yellow  hue,  due  to  bile  staining,  but  the 
contents  were  of  a  brown  colour,  apparently  due  to  blood  and  pus, 
as  suppuration  had  taken  place.  Death  was  due  to  septic  absorp- 
tion. There  was  nothing  whatever  in  the  clinical  symptoms  to 
cause  a  surgeon  to  suspect  rupture  of  the  liver.  All  the  interest 
was  in  connection  with  the  lung. 


SARCOMA    OF    THE    SPHENOID  BONE. 

By  W.  I.  DK  C.  WHEELER,  M.D.,  F.R.C.S. ; 

Surgeon  to  the  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Pathology,  March  25,  1898.] 

A  MALE,  aged  twenty-fiTe,  from  whom  this  sarcomatous  tumour 
oric^inating  in  the  sphenoid  bone  was  removed,  was  admitted  into 
the    City   of   Dublin    Hospital,   on    October    18th,    1897.      His 
previous  history  told,  and  his  present  condition  demonstrated,  that  he 
had  suffered  from  inflammation  of  his  right  middle  ear,  consequent 
upon  which  he  had  perforation  of  his  tympanum,  and  some  discharge; 
he  had  slight  facial  paralysis,  accompanied  with  a  ^^  scalding  "  pain  in 
the  right  side  of  the  face;  he  had  tenderness  and  pain  over  liis  right 
mastoid  region  ;  some  rigidity  of  his  masseter  muscles ;  there  was  no 
vomiting,  no  unsteadiness  of  his  gait;  there  was  no  eye  trouble, 
nor  did  examination  reveal  anything  abnormal  in  his  eyes.     Mr. 
Wheeler  trephined  this  patient  by  his  own  operation,  in  December, 
1897,  opening  the  mastoid  cells,  the  tympanum,  and  exposing  the 
dura  mater,  at  the  upper  arc  of  the  trephine  circle,  which  allowed 
the  temporal  lobe  to  be  explored.     The  patient  recovered  rapidly 
and  progressed  to  convalescence,  feeling  much  relieved  from  the 
pain.      The   discharge   ceased,  and    there   was   less    contraction 
of   his    masseter   muscles,   the  scalding   pains  in  his  right  face 
were    very    much   lessened,    but   the    facial    paralysis   remained 
unaltered. 

In  February,  1898,  thescalding  feelingand  painagain  troubled  him. 
His  masseter  muscles  again  became  rigid  and  contracted,  and  he  now 
complained  of  pain  in  the  temporal  region  anterior  and  on  a  level 
with  the  superior  margin  of  his  ear.  The  history  of  his  case  told 
that  he  had  received  an  injury  in  this  situation  by  a  brick  falling 
upon  his  head,  while  he  was  following  his  occupation  as  a  car- 
penter in  an  unfinished  house.      The  possibility  of'  a  cerebellar 
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abscess  was  thonght  of,  but  there  was  not  sufficient  evidence  to 
verify  such  a  conclusion.  There  was  nothing  that  could  be  found 
by  opiithalmic  examination  to  indicate  tumour  of  the  brain ;  his 
ejes  were  normaL  He  was  trephined  (by  Mr.  Wheeler)  oVer  the 
seat  of  his  pain  upon  March  3rd,  1898.  A  careful  examina*- 
tion  was  followed  by  a  negative  result ;  the  man  expressed  himself 
much  relieved  from  his  pain,  which  had  been  acute ;  he  lived  until 
March  8th,  and  appai'ently  died  of  pressure  on  the  regioii  of 
the  medulla. 

An  examination  was  made,  and  a  rounded  nodular  tumour  was  seen 
bulging  into  the  middle  fossa  on  the  right  side,  extending  into  the 
sphenoidal  fissure,  and  posteriorly  to  the  petrous  portion  of  the 
temporal  bone  for  about  1^  inches,  its  superior  surface  being  on  a 
level  with  the  anterior-clinoid  process;  continuing  inwards  it  occupied 
the  space  between  the  anterior  and  the  posterior  clinoid  process  of 
the  right  side,  extending  beyond  the  middle  line;  posteriorly  i^ 
nodule  could  be  seen  lying  under  the  fifth  nerve,  and  internally  to 
this  a  large  nodule  encircling  the  sixth  nerve  as  it  passes  the 
dura  mater ;  the  carotid  arteries  were  surrounded  by  this  growth, 
and  the  third  nerve  passed  into  it  The  tumour  was  of  vast  extent, 
pressing  into  the  ethmoid  bone  in  front,  and  into  the  pterygoid  regions 
on  the  right  side,  behind  it  involved  the  basilar  process  of  the  occi- 
pital bone  and  the  occipito-atlantoid  joints.  The  specimen  was 
interesting,  taking  into  consideration  the  absence  of  all  eye  trouble, 
notwithstanding  that  the  third,  fourth,  fifth,  and  sixth  nerves  passed 
through  the  tumour.  Two  days  before  the  operation  of  March  3rd 
this  patient  walked  about  the  ward  and  sat  in  a  chair  for  two 
hours. 


Db.  E.  J.  McWeenet  said  he  had  made  a  microscopic  examination 
on  the  tumour ;  the  tumour  consisted  of  sarcoma  tissue,  partly  round 
and  partly  spindle-celled.  There  was  rather  a  curious  appearance, 
due  to  the  presence  in  the  tumour  of  bands  of  very  tough,  almost 
hyaline  connective  tissue,  which  cut  up  the  sarcoma  in  places  into 
alveolar-looking  masses  which  almost  suggested  a  cancer.  The 
tumour  was  sarcomatous  in  nature.  He  thought,  on  the  whole,  that 
the  strands  were  dura  matral,  tough  and  degenerate,  and  separated 
from  each  other  by  the  cells  of  the  tumour. 

Mb.  T.  Myles  asked  if  any  of  the  physicians  present  could  tell 
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him  whether  it  is  <eTer  possible  to  make  an  aeemrale  diagnosis  of 
cerebral  tnnonr.  As  to  the  surgiciil  side  jthe  diagnosis  is  eztremelj 
difficult.  .He  had  a  good  while  ago  seen  a  «Bae  in  Steerens*  Ho»- 
fatal  with  obecure  nervous  syiaptomfi.  A  great  manj  medical 
men  thought  that  the  case  coincided  with  Professor  Cbaroot^s 
deecription  of  dissemioated  sclerosis.  Post-mortem  examination 
soon  afterwards  disclosed  a  cerebelinr  tnmoar  without  any  dissemi- 
nated eclerosis. . 


ON  ADENO-CAHCINOMA  OF  THE  MAMMA. 

Br  W,  L  i>E  C.  WHEELER,  MJD.,  F.R.Ci5. ; 

SoTjgeoii  to  the  City  of  Dahlin  HospitaL 

[Bead  in  the  Section  di  Tafliology,  May  6, 1898.] 

The  tamonr  was  remoTed  from  a  lady  sixty-seven  years  of 
age.  She  was  of  a  spare  habit,  and  was  suffering  from 
uterine  trouble,  for  which  she  was  attended  by  Dr.  Harley 
and  Dr.  Tweedy,  who  assisted  at  the  tiperatioA.  The  w^oasad 
healed  kindly,  a4id  within  ten  days  wte  completely  healed 
and  all  dressings  removed.  The  growth  had  been  noticed  a 
year  prior  to  the  operation. 

Dr.  McWeenet,  the  Secretary  (for  Mr.  Wheeler),  de- 
scribed this  specimen,  and  demonstrated  the  slides,  which 
presented  the  typical  microscopic  appearances  of  this  con- 
ditiQii — «  jJexEis  of  glandular  tubules,  most  irregular  in 
shape,  oocasiofiudly  filled  up  with  .epithelium,  elsewhere 
cystic,  and  presenting  small  papillonuitous  ingrowths.  In 
places  the  basement  membrane  had  been  broken  through, 
and  irregular  masses  of  epithelium  were  lying  free  in  the 
connective  tissue.  The  cells  were  mostly  high  columnar, 
but  in  some  groups  were  nearly  cubical,  and  presented 
typical  examples  of  the  conditions  described  by  Hansemann 
as  anaplasia  and  hyper-cliromatosis.  To  the  naked  eye  the 
tumour  resembled  a  lymphatic  gland,  being  soft,  white,  egg- 
shaped,  and  distinctly  encapsuled.  The  microscope  showed 
that  in  one  spot  the  tubular  structure  had  broken  through 
the  capsule,  and  just  begun  to  invade  the  adipose  tissue 
outside. 


Dr.  E.  H.  Bennett  said  the  case  reminded  him  of  one  which 
occurred  in  his  practice  three  years  ago.     The  tumour  in  his  case 
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was  perfectly  freely  movable,  non-adherent  to  skin  or  tissues  of 
the  glan<L  £oth  he  .and  his  colleague  thought  it  benign.  The 
lady,  thirty-five  years  of  age,  was  in  the  third  month  of  pregnancy 
at  the  time,  but  as  the  tumour  was  growing  rapidly,  thpugh  stitl 
believed  to  be  benign,  he  removed  the  tumour.  It  was  ericapsuled. 
and  shelled  out  quite  easily.  Perfect  recovery  in  six  days.  Sub- 
sequent examination  of  tumour  proved  it  to  be  .a  moat  malignant 
adenomatous  carcinoma,  rather  a  carcinoma  than  an  adenoma. 
In  less  than  two  months  the  tumour  recurred.  There  was  .no 
enlargement  in  the  axilla,  but  it  was  clear  that  .the  tumour  was  of  a 
similar  character,  and  was  adherent  to  the  scar.  "He  removed  the 
breast  and  tumour,  and  glaiids  in  the  neighbourhood,  without 
meeting  any  infected  tissue  in  the  glands.  The  operation  was 
severe,  and  was  almost  immediately  followed  by  abortion.  Ee- 
covery  ensued,  and  at  present  there  is  no  sign  of  recurrence.  No 
doubt,  the  entire  removal  at  first  operation  would  have  been  the 
proper  course.  He  thought  that  the  doubtful  cases,  where  the 
-tumour  is  encapsuled,  are  about  the  hardest  to  diagnose  in  cases 
of  disease  of  breast. 

The  Secretary,  in  reply,  said  that  Dr.  Bennett's  case  interested 
him  much.  The  condition  of  an  undoubtedly  encapsuled  tumour 
proving  to  be  malignant  is  of  considerable  amount  of  clinical 
interest  He  could  not  refrain  from  congratulating  Mr.  Wheeler 
on  taking  away  the  tumour  ^'  in  the  nick  of  time,"  as  it  would  have 
spread  immediately.  So  far  as  the  sections  prepared  went,  there 
seemed  to  be  healthy  tissue  all  round  the  cancerous  portion,  so  he 
had  the  best  hope  that  no  recurrence  would  follow  the  operation. 


SECTION  OF  STATE  MEDICINE. 


THE   HOUSING    OF   THE   POOR  IN  DUBLIN. 

By  henry  C.  tweedy,  M.D.  (Univ.  Dubl.),  F.R.C.P.I. ; 

Diplomate  in  State  Medioine,  Univenity  of  Dablin ; 
Physician  to  Steevens*  Hospital 

[Read  in  the  Section  of  State  Medicine,  February  18, 1898.] 

In  welcoming  you  to  the  opening  meeting  for  1898  of  the 
State  Medicine  Section  of  the  Iloyal  Academy  of  Medicine, 
it  is  my  first  and  most  grateful  duty  to  offer  to  you  my  very 
warm  thanks  for  the  honour  you  have  done  me  in  ap- 
pointing me  your  President,  and  to  express  a  hope  that 
during  my  term  of  office  the  Section  may  continue  to  show 
the  same  abundant  signs  of  vitality  that  have  characterised 
its  meetings  during  the  reign  of  my  predecessors  in  this 
chair,,  and  which  you  also  see  amply  evidenced  in  the  pro- 
gramme now  set  before  you. 

Not,  indeed,  that  the  President  can  claim  any  great  credit 
for  the  exuberant  vitality  to  which  I  have  alluded.  It  is  to 
another  officer  the  meed  of  praise  for  this  is  justly  due — 
an  officer  who,  though  he  shines  not  with  an  ephemeral 
lustre  from  a  Presidential  chair,  is  yet  the  main  source  of 
light  and  vital  energy  to  a  Section — ^I  allude  to  the  Secretary ; 
and  it  is  with  pride  and  pleasure  that  I  would  remind  you, 
were  it  not  superfluous  to  do  so,  that  it  is  to  the  untiring 
exei*tion8  of  Dr.  Ninian  Falkiner,  and  to  the  support  he  has 
received  from  his  colleagues,.that  this  success  may  be  almost 
entirely  attributed. 

In  this  Royal  Academy  of  Medicine  the  State  Medicine 
Section  exercises  an  important  and  unic^ue  function.     Wliile 
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in  the  other  Sections  the  subjects  under  discussion  must  be 
dealt  with  from  a  strictly  technical  standpoint,  this   Sec- 
tion of   oiirs  has,  in  manj  respects^  a  stilt  mbre  peculiar 
and  responsible  role  to  play,  in  that  it  deals  largely  with 
questions   having   a    wider   scope   than  those  which  would 
claim  merely  the  professional  interest  of  the    physician   or 
the  surgeon.     Here  we  are  brought  more  into  touch  with  the 
needs  of  the  community  at  large,  and  it  has  often  seemed  to 
me  that  it  would  be  highly  desirable — could  certain  manifest 
difficulties  be  got  over — if,   instead  of   merely  embalming 
the  results  of  our  labourS)  and  then  entombing  them  in  the 
mausoleum      of     the     Transactions,     there     to     lie     till 
disinterred    by     some    curious     student     of    the  antique,, 
the    meetings    of    this  Section    might    be    made    more 
popular  in  their  character,  and  that  persons  interested  in 
questions  affecting  Public   Health  might  be  introduced  to 
assist  in  our  deliberations,  and  learn  with  those  who  have 
had   special    opportunities  for   studying  such  questions  the 
blots  that  are  to  be  found  in  our  sanitary  laws,  and  the 
means  that  might  be  suggested  for  removing  them. 

It  is  to  the  consideration  of  one  of  these  blots  that  I 
would  ask  your  assistance  this  evening — ^viz.,  the  difficult, 
nay,  almost  insoluble,  problem  of  the  Housing  of  the  Poor. 

It  was  said  by  the  greatest  Philanthropist  the  world  ever 
saw — **  Ye  have  the  poor  always  with  you,"  and  it  is  not 
probable  that  in  Dublin,  at  all  events,  we  are  likely  to  forget 
this  fact ;  nay,  the  very  knowledge  of  it  has  created  channels 
through  which  reKef  in  various  forms  reaches  the  poor. 
Xowhere  in  the  world,  perhaps,  are  they  better  cared  for  in 
the  way  of  hospitals  and  medical  advice,  and  there  are  also 
numerous  charitable  organisations  for  supplying  them  with 
clothing,  food,  and  fuel ;  but  when  we  come  to  look  at  their 
homes  it  is  then  that  the  gaunt  spectre  of  misery  and  dis- 
comfort faces  us  in  all  its  hideousness. 

Compare  this  state  of  things  with  the  lot  of  the  average 
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artisan,  earning  steady  wages,  and  having  constant  employ- 
ment; the  conditions  imder  which  he  lives  (contrast  in  every- 
way favourably  with  those  of  his  poorer  neighbours. 

The  Duldin  Artisans'  Dwellings  Co.  and  numerous  other 
building  societies  have,  of  late  years,  supplied  a  great  public 
want  by  constructing  roomy,  well-ventilated,  healthy  tene- 
ments, provided  with  every  modem  sanitary  requisite,  and 
with  a  weekly  rental  of  from  4s.  upwards ;  but  there  is  a 
class — a  very  large  class — ^who  would  find  it  utterly  impos- 
sible to  pay  even  the  moderate  rent  of  4s.  per  week.  On 
examining  the  census  returns  for  Dublin  in  1891,  we  find 
that  out  of  a  population  of  349,394  there  are  under  the 
classification  of  hawkers,  porters,  labourers,  the  large  num- 
ber of  83,472  persons,  or  about  one^fourth  of  the  entire 
population* 

Let  any  reasonable  person  ask  himself  the  question — ^how 
«ould  a  rent  of  even  4s.  a  week  be  paid  out  of  the  precarious 
earnings  of  such  as  these  ? 

But  what  beccMnes-  of  them  ?     Where  do  they  live  ? 

Through  the  kindness  of  Sir  Charles  Cameron  I  can  lay 
before  you  a  few  interesting  figures  which  throw  some  light 
on  this  part  of  the  subject. 

He  informs  me  that  for  the  purpose  of  inspecting  tene- 
ment houses  the  citv  is  sub-divided  into  16  districts,  each 
district  having  a  distinct  officer. 

That  he  had  estimated  tliat  there  were  about  54,000 
families  in  Dublin  inhabiting  24,000  houses.  But  how  were 
these  distributed  as  regards  numbers — 16,000  houses  out  of 
the  24,000  were  inhabited  by  22,000  families,  and  the  re- 
maining 8,00i)  liouses,  containing  about  48,000  rooms,  were 
inhabited  by  32,000  families,  allowing  only  about  'Oiie  and 
a  half  rooms  to  each  family. 

This  state  of  overcrowding  is  bad  enough,  but  worse  re- 
mains behind.  Most  of  the  houses  used  as  tenement  hollses  in 
Dublin  are  old,  varying  from  100  to  200  years.     They  were 
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formerly  inhabited  by  the  wealthier  class,  but  have  gradually 
fallen  into  decay  more  or  less ;  and  having  been  built  at  a 
time  when  sanitary  science  was  not  even  thought  of,  are  in 
many  instances  utterly  unfit  for  human  habitation. 

Now,  independently  of  the  manifestly  injurious  effect  pro- 
duced upon  the  health  of  our  poorer  fellow-citizens  by  this 
mingled  condition  of  squalor  and  overcrowding,  the  moral 
deterioration  that  accompanies  it  is  even  more  to  be  de- 
plored. The  social  reformer,  preaching  cleanliness  and 
temperance,  is  here  met  with  a  practically  insurmountable 
obstacle.  What  inducements  have  these  wretched  people  to 
be  clean  or  temperate?  The  first  is  rendered  almost  impos- 
sible by  the  nature  of  their  environments,  and  if  they  seek 
in  the  glare  of  the  publichouse  some  of  the  brightness  they 
find  not  in  their  homes,  and  endeavour  to  dull  their  senses 
into  a  temporary  oblivion  of  their  wretchedness,  is  it  for  us 
to  cast  a  stone  at  them  ?  More  especially  when  they  are  pay- 
ing for  all  this  squalor  more  in  proportion  than  the  wealthj' 
inhabitants  of  the  squares  are  paying  for  their  luxurious 
homes.  Anyone  taking  the  trouble  to  walk  through  the 
slums  of  this  city  can  verify  these  facts  for  himself.  He 
will  find  countless  instances  of  exorbitant  rents  being  paid 
for  rooms  in  many  cases  unfit  to  be  habitations  for  swine, 
while  the  proprietors  of  these  miserable  tenements  are  reap- 
ing a  rich  harvest  from  the  scanty  earnings  of  these  miser- 
ably poor  people. 

It  is  not  for  a  merely  idle  purpose  I  venture  to  inflict 
upon  you  a  thrice-told  tale  like  this.  No ;  we  are  face  to 
face  with  a  great  social  problem,  which  not  only  remains 
yet  unsolved,  but  to  solve  which  only  too  little  effort  has  been 
made  up  to  the  present. 

Even  for  the  miserable  accommodation  of  which  we  have 
been  talking  the  demand  is  greater  than  the  supply,  and 
nothing  remains  but  that  last  refuge,  the  workhouse,  one 
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of  tlie  most  glaringly  demoralising  institutions  ever  devised 
or  made  use  of  by  a  civilised  community. 

With  the  exception  of  the  inmates  of  the  union  hospitals 
and  the  infirm  wards — the  two  redeeming  features  of  the 
system — here  one  may  see  crowds  of  fairly  strong  men 
and  women  doing  nothing,  or  almost  nothing.  They  can- 
not be  employed  at  remunerative  labour,  as  the  cry  of 
underselling  would  at  once  be  raised,  and  there  they  drift 
along,  in  an  unhealthy  moral  atmosphere,  till  they  get  tired 
of  the  place  and  go  out  to  seek  a  precarious  subsistance  else- 
where, their  places  being  rapidly  filled  by  a  never-failing 
stream  of  miserable  successors. 

It  is  astonishing  to  think  how  little  has  been  done  to 
remedy  this  crying  evil. 

The  Corporation  of  Dublin  have,  no  doubt,  made  some 
praiseworthy  efforts  in  this  direction.  They  have  built  a 
few  tenements  of  the  kind  that  are  needed — ^that  is  to  sav, 
with  rents  from  28.  per  wxek  downwards,  any  higher  rent 
than  this  being  beyond  the  reach  of  the  classes  of  which  we  are 
speaking.  The  Corporation  have  in  all  83  tenements  of  this 
class,  as  I  am  informed  by  Sir  Charles  Cameron — 46  at  2s. 
a  week,  14  at  Is.  9d.,  and  23  at  Is.  6d. 

They  are  also  clearing  away  in  various  districts  blocks 
which  no  doubt  ought  to  come  down,  but  it  has  been  com- 
plained to  me,  over  and  over  again,  that  the  unfortunate 
people  who  are  thus  turned  out  of  their  homes,  wretched 
though  they  were,  have  literally  nowhere  to  go  save  to  the 
workhouse. 

"With,  doubtless,  the  best  intentions  in  the  world,  the 
Corporation  of  Dublin  have  not  a  free  hand  in  this  matter. 
Dwellings  of  the  description  required,  and  containing  tene- 
ments which  coidd  be  let  at  rents  varying  from  2s.  down- 
wards, could  not  be  constructed  save  at  a  loss,  and  the  finan- 
cial powers  of  the  body  are  limited ;  also  they  have  not  sufli- 
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c-i^'t'  borrowing  powers,  and  yet  it  woald  seem  to  be  very 
clearly  the  dnty  of  the  mnnicipality  to  provide  accommodation 
of  this  type,  as  by  doing  so,  when  opportunity  offered,  the 
plethora  in  the  unions  might  be  relieved,  and  some  much- 
needed  economy  effected  in  that  direction,  the  results  of 
which  might  go  towards  a  building  or  improvement  f  and. 

But,  independently  of  constructing  new  blocks  of 
buildings,  there  is  another  way  in  which  suitable  accom- 
modation could  be  provided,  and  that  at  comparatively 
moderate  cost.. 

The  tide  of  fashion  in  Dublin,  an  in  many  large  cities, 
has  of  late  years  flowed  steadily  in  the  direction  of  the 
suburbs,  which  one  sees  increasing  daily  in  size  and  import- 
ance. In  consequence  of  this  exodus,  there  are  numerous 
houses  in  streets  formerly  fashicmable  which  might  be  pur- 
chased or  rented  at  figures  comparatively  low.  These,  how- 
ever, though  antiquated  in  construction,  are  well  and 
strongly  built,  and  by  suitable  internal  alterations  could 
readily  be  modified  into  healthy  and  commodious  tene- 
ments. 

And  now  as  regards  the  financial  question  may  I  offer 
one  hint  or  suggestion  in  conclusion. 

Is  there  any  legitimate  way  in  which  the  Corporation  of 
Dublin  could  so  increase  its  finances  as  to  be  able  to 
effect  these  most  desirable  improvements,  without  imposing 
any  additional  burden  on  the  ratepayers?  I  believe  that 
there  is,  and  that,  too,  without  any  sweeping  legislative 
changes,  but  merely  by  using  machinery  already  in.  exist- 
ence, though  allowed  to  rust  from  want  of  use. 

I  allude  to  the  periodica!  revision  of  the  valuation  of  house 
property,  and,  as  a  consequence,  the  insuring  of  a  less  glaring 
disproportion  between  the  valuation  and  the  rent  than  exists 
in  many  cases  at  present.  This  is  neither  the  time  nor  the 
■place  for  going  into  this  subject  in  detail,  but  I  will  merely 
ask  Tour  forbearance  while  I  offer  you  two  illustrations. 
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la  the  principal  business  streets  of  Dublin  th^re  are 
numenHna  bouses  in  wbicb  it  is  seen  that  the'  Tower  story 
is  a  shop  and  the  upper  stories  are  let  as  office*  for  which  a 
high  Vent  is  usimll  j  paid ;  now  if  you  look  at  the  valuation 
of  houses  sueh  as  these,  it  will  frequently  be  found  that  the 
gross  rent  paid  for  the  house,  including  the  shop  and'  offices, 
is  far  in  excess  of  the  valuation. 

Again,  in  the  case  of  the  tenem«it  houses^  o£  which  we 
have  just  been  speaking,  here  the  discrepancy  is  even  more 
remarkable,  as  in  many  cases  the  rent  is  four  or  five  times 
the  amount  of  the  valuation,  and  even  more. 

Were  the  law  then  put  into  force  which  requires  a  periodical 
revision  of  the  valuation  of  the  entire  city,,  and  were  IJiat 
valuation  caused  to  bear  a  fixed  proportion  to  the-  rent  in  all 
cases,  the  financial  result  would  be  very  startling;  and  I 
am  convinced  that  in  this  way,  without  putting  additional 
pressure  upon  anybodj^  the  municipal  revenues  woidd  be 
sufficiently  augmented  to  admit  of  the  canying  out  a  mucli- 
ne^ded  reform,  and  of  raising,  in  the  improved  moral  and 
social  well-being  of  our  poorer  brethren,  a  lasting  monument 
of  the  enterprise  and  philanthropy  of  our  city. 

The  Royal  Academy  of  Medicine  is  not  an  executive  body, 
nor  has  it  any  power  to  carry  out  measures  which  it  believes 
to  be  urgently  required,  but,  as  I  said  at  first,  this  Section 
of  State  Medicine  has  a  most  important  and  peculiar  func- 
tion to  discharge — namely,  the  moulding  of  public  opinion 
and  the  guiding  of  public  action  in  the  direction  of  much- 
needed  reforms;  but  its  efforts  are  unduly  cramped,  its 
horizon  is  at  present  limited. 

Many  of  us  here  are  brought  into  daily  contact  with  the 
poor,  and  have  learned  something  of  their  wants,  their  needs, 
their  difficulties,  in  the  only  way  the  lesson  can  be  learned — 
viz.,  by  personal  contact  with  them. 

Others,  again,  from  the  special  nature  of  their  studies,  are 
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eminently  qualified  to  advise  and"  to  direct,  and  to  guide 
into  proper  channels  philanthropic  efforts  otherwise  liable 
to  be  wasted. 

But  it  is  of  little  avail  for  a  small  body  of  professional 
men  to  discuss  in  camera — ^for  it  amounts  to  that— reforms 
which  they  are  powerless  to  carry  out ;  and  so  it  is  that  I 
venture  to  hope  that  the  day  may  not  be  distant  when  the 
Royal  Academy  of  Medicine  may  in  its  wisdom  decide  to 
open  its  portals  wider,  at  least  as  far  as  the  Section  of  State 
Medicine  is  concerned,  and,  by  inviting  the  co-operation  of 
those  interested  in  public  and  social  reforms,  greatly  to  en- 
large its  sphere  of  usefulness,  and  render  itself  a  still  more 
important  factor  among  the  agencies  which  are  at  work  for 
the  relief  of  misery  and  suflPering. 


ON  THE  MOETALITY  OF  CHILDEEN  IN 

IKELAND  (1886-1896). 

By  LANGFOED  SYMES,  F.E.C.P.  (Dubl.),  &c.  ; 

AsBistant  Physician,  Dublin  Orthopiedic  Hospital;    ^ 
Physician  to  the  Homes  for  Destitute  Children. 

[Read  in  the  Section  of  State  Medicine,  April  29,  1898.] 

I  HAVE  ventured  to  submit  to  you  some  calculations, 
which,  though  very  few,  are  yet  of  great  importance, 
and  I  hope  of  some  interest,  concerning  the  deaths  of 
young  children  in  Ireland.  These  may  not,  perhaps,  afford 
much  material  for  a  lively  argumentative  discussion,  but 
as  an  investigation  conducted  with  considerable  difficulty 
and  very  great  care,  I  ask  your  kind  attention  for  a  few 
moments.  Long  columns  of  figures,  death-rates,  and  per- 
centages! have  reduced  to  their  smallest  possible  compass, 
and  I  have  endeavoured  to  present  to  you,  accurately,  in 
a  nut-sheU  the  present  state  of  child-life  in  this  country. 

For  your  convenience  I  have  taken  the  liberty  of  handing 
you  these  figures,  and  I  trust  they  appear  in  an  intel* 
ligible  form. 

In  Table  I.  you  will  see  the  deaths  of  young  children 
under  1  year  and  under  5  years  in  the  whole  of  Ireland 
and  our  four  large  cities,  for  10  years  ending  1896,  along 
with  the  total  births  and  deaths  at  all  ages. 

These  are  even  better  understood  by  a  glance  at  Table  II,, 
which  sets  forth  the  rates  per  1,000. 

Observe  that  in  the  City  of  Dublin  out  of  every  1,000 
children  bom  171*2  die  in  their  first  year.  This  is  the 
highest  in  Ireland.  Look  for  a  moment  at  Belfast,  Here 
you  will  see  a  most  astonishing  fact — viz.,  that  in  every 
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1,000  total  deaths  no  less  than  5198  (almost  520,  and 
considerably  over  ojie-half)  are  children  under  5  years  of 
age.  WjB  are  not  quite  so  bad  here  in  Dublin,  although 
our  rate  is  higher  than  it  might  be ;  but  it  is  a  reproach 
even  to  us  that  of  our  own  total  deaths  more  than  one- 
third  are  children  under  five.(306'2  pe:  1,000). 

Thus  far  nmny  investigators  have  gcme  before,  and  being 
accustomed  to  see  srach  -figures  often  quoted  they  may, 
perhaps,  cause  you  no  surprise. 

I  will,  however,  pass  on  to  a  more  practical  aspect  of 
the  subject,  and  ask  you  to  come  with  me  a  step  further, 
and  let  us  investigate  the  causes  of  these  deaths — ^viz., 
what  classes  of  disease  are  most  fatal  to  childr^i  in  this 
country,  and  hence,  perchance,  we  may  at  length  approach 
the  fans  et  origo  malt  (the  sources  of  our  high  infantile 
mortahty),  a  pursuit  which  is  ahke  fraught  with  difficulty 
and  interest. 

In  Table  lU.  you  will  see  set  forth  the  -cUufeft  of  diseaae 
most  fatal  to  childran  in  Irekund  under  1  year  and  under 
5  years,  for  ten  years  ending  1896. 

In  this  list  I  would  draw  your  attention  to  the  fact  that 
of  young  children  dying  in  Ireland  an  enormous  number 
appear  to  be  so  indifferently  certified  that  they  cannot  be 
properly  registered  and  classified.  It  is  a  great  pity  that 
so  many  deaths  are  ill-defined.  Observe,  also,  that  Uiese 
imperfections  are  almost  entirely  confined  to  children  und^r 
one  year.  What  does  this  mean?  I  take  it  to  signify, 
amongst  other  things,  that  the. younger  the  child  is  the 
greater  is  the  difficulty  of  the  diagnosis  of  its  disease,  and 
hence  the  greater  likelihood  of  its  being  inaccurately 
recorded.  Again  it  must  be  borne  in  mind  that  in  a  great 
nmnber  of  these  ill-defijied  cases  there  has  been  no  asr>ftii«*^l 
attendance  nt  all,  and  the  children  have  been  allowed  to 
die  uncertified. 
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Pursuing  this  a  step  further,.  Table  IV.  will,  perhaps, 
bring  it  out  niore  forcibly.  It  shows  you  the  various 
systems  affected  or  orders  oi  disease  most  fatal  to  young 
children.  .  They  ace  placed  in  the  order  of  their  relative 
inxportanoe. 

This  is  a  very  valuable  and  interesting  table.  .  Observe 
the  high  place  occupied  by  nervous  diseases^  especially  in 
young  infants.  There  were  21,998  cases  of  n^^ous 
diseases  under  one  year,  while  in  the  »ext  four  years  com- 
bined  there  were  only  €,830.  This  is  most  remarkable. 
Observe,  also,  how  respiratory  diseases  chiefly  kiU  the 
older  children.  . 

Equally  striking  is  the  frequency  of  diarrkcBal  diseases 
under  one  year.  Venereal  diseases  are  seen  to  act  heavily 
on  the  younger  children.  Mark,  also,  the  large  number  of 
homicides  in  infancy.  There  is  an  absence  of  malarial 
diseases. 

The  most  useful  Table  of  aJl  is,  however,  the  longest — 
Table  Y.  It  shows  the  actual  registered  diseases,  and 
individual  causes  of  death  of  all  young  children  in  Ireland 
for  ten  years,  arranged  in  the  order  of  relative  morbidity. 

Now  what  disease  heads  the  list  ?  A  very  indefinite  and 
unsatisfactory  diagnosis.  I  think  you  will  grant  that 
debility,  atrophy,  and  inanition  is  somewhat  too  general 
a  term  for  a  medical  certificate.  True  it  is  that  some  of 
these  are  uncertified,  but  by  no  means  a  large  proportion. 
This  opens  a  large  field  for  investigation.  It  represents, 
I  think,  a  certain  lack  of  that  precise  accuracy  in  our 
diagnosis  of  the  fatal  diseases  of  children,  which,  however 
difficult  it  may  be,  yet  we  all  should  aim  at.  Most  pf  th^ 
cases  catalogued  in  former  tables  as  ''  ill-defined  and  not 
specified''  are  here  found  entered  as  **  debility" — a  title 
truly  indistinct. 

A  like  observation  holds  good  with  regard  to  convulsions. 
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This,  as  you  know,  is  not  a  true  disease  at  all.  It  is  merely 
a  symptom — a  most  obscm:e  one  I  grant  you,  but  one  which 
I  think  we  should  endeavour  to  fathom  somewhat  more 
deeply  than,  perhaps,  we  have  been  hitherto  accustomed. 
Convulsions  may  be  symptomatic  of  the  most  varied  and 
diverse  forms  of  disease,  from  the  most  trifling  dyspeptic 
ailment  on  the  one  hand,  to  the  most  incurable  gross 
structural  disease  on  the  other.  To  my  mind,  we  might  just 
as  well  register  a  death  as  due  to  headache  as  to  say  a  child 
died  of  **  convulsions.*'  The  diagnosis  is  difficult,  but  I 
believe  we  should  try  it,  and  not  only  so,  but  that  we  should 
educate  our  students  to  try  it  also.  It  is,  at  present,  almost 
open  to  any  outsider  to  say  that  the  two  chief  causes  of  our 
infantile  mortality  in  Ireland  are  diseases  which  are 
insufficiently  recognised  by  our  Profession. 

There  are  many  other  points  of  interest  in  this  Table — 
see  No.  12  in  the  first  list  (No.  14  in  the  second).  Now, 
do  children  die  from  dentition  ?  I  do  not  believe  they  do. 
We  have  all  seen  children  die  during  the  process  of  "  teeth- 
ing," hundreds  do,  but  if  solely  attributed  to  this  cause  I 
now  believe  the  diagnosis  to  have  been  a  more  or  less  mis* 
taken  one.  There  are  many  accidents  and  accompaniments 
attending  this  period  of  **  dentition"  in  children,  just  as 
there  are  at  "puberty"  and  the  "menopause,"  but  as  an 
actual  cause  of  death  it  should  not,  I  hold,  be  registered, 
as  it  has  only  a  predisposing  and  remote  connection  with 
many  of  its  contemporary  troubles. 

It  is  interesting  to  see  where  suffocation  comes  in  our 
list ;  it  ranks  high  in  young  children.  Other  diseases,  to 
whose  special  position  in  infancy  I  would  draw  your 
attention,  are — syphilis  (No.  24) ;  diphtheria  (No.  35) ; 
and  enteric  fever  (No.  48).  This  latter  I  am  inclined  to 
believe  is  rather  exaggerated  in  frequency.  Chorea  (No. 
126),  so  very  prevalent  in  later  childhood,  scarcely  affects 
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infants  at  all,  and  caused  only  one  death  in  the  whole  of 
Ireland  in  ten  years. 

Turning  now  to  the  older  children — viz.,  total  under  five 
years — observe  diphtheria  again  (No.  19).  I  am  of  opinion 
this  is  very  much  under  the  mark.  It  is  more  common  in. 
these  children  than  we  are  aware,  but  the  uncertainty  of 
the  meaning  of  the  word  croup  renders  the  returns  as 
"diphtheria"  exceedingly  unreliable.  I  believe  I  am  very 
nearly  right — I  will  not  say  quite  right,  but  very  nearly  so — 
when  I  say  that  there  is  no  such  disease  as  croup. 

I  have  purposely  inserted  all  the  causes  of  death  usually 
registered  in  this  country,  leaving  blanks  attached,  to  show 
how  these  affections  have  no  part  in  the  production  of 
infantile  mortality. 

Finally,  may  I  ask  your  attention  to  another  important 
fact — viz.,  that  this  subject  of  "infantile  mortality" 
seems  to  lie  at  the  door  of  us  physicians  and  not  of  the 
surgeons.  With  the  high  death-rate  of  children  the  surgeon 
appears  to  have  little  or  nothing  to  do.  I  would  that 
surgery  might  take  with  medicine  its  equal  share  of  responsi- 
bihty  in  this  matter,  but  if  you  glance  down  these  lists  of 
deaths,  how  hard  it  is  to  find  a  purely  surgical  affection. 
They  evidently  die  from  "  medical  diseases."  Whether  it 
is  that  surgery  in  young  children  is  more  brilliantly 
successful,  and  that  medicine  is  comparatively  a  failure,  or 
whether  it  can  be  that  the  practice  of  medicine  amongst 
children  is  but  httle  understood  by  any  of  us,  or  whether, 
again,  that  a  surgical  disease  may  be  so  supematurally 
transformed  as  to  die  with  a  medical  certificate  are  questions 
which  I  leave  to  your  wiser  judgment  to  determine !  One 
thing,  however,  is  certain,  and  in  this  connection  it  should 
be  home  in  mind  for  it  is  perfectly  clear,  that  hospitals  for 
sick  children  should  be  mainly  devoted  to  medical  work. 
We  must  remember  that  in  these  matters  we  can  deal  only 
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with  the  fatal  cases.  We  have  no  pubhc  records  of  disease 
kept  in  the  United  Kingdom.  We  can,  therefore,  only 
guess  at  the  comparative  frequency  of  any  iUnesa. 

I  would  ask  you  to  kindly  recollect  that  I  have  here 
attempted  to  give  you  only  the  smallest  possible  "bird's- 
eye"  view  of  the  whole  subject  as  it  appears  to  me,  but  a 
view  which  is,  I  think,  essential  before  any  deeper  study 
can  be  undertaken 

I  hope  these  few  tables  may  be  of  some  little  use  in 
pointing  out  the  diseases  from  which  young  children  are 
dying  in  Ireland  at  the  present  day,  and  which  have  to  be 
fought  against  in  any  attempt  to  reduce  our  infantile 
mortality.  They  will,  at  least,  lay  a  small  but  accurate 
foundation  for  further  work  on  this  subject.  The  chief  of 
these  diseases  are  ruled  oS.  at  No.  11  on  our  list. 

In  conclusion  only  one  word  more — it  is  to  return  my 
cordial  thanks  to  Dr.  Grimshaw,  our  Registrar-General, 
for  his  kindness  in  lending  me  copies  of  his  returns,  some  of 
which  were  out  of  print. 

Also,  I  would  refer  you  to  a  most  able  paper  by  Dr. 
Grimshaw  on   the   social   aspect  of   **  Child  Mortality  in 
Dublin,*'  which  he  traces  to  the  four  following  causes: — 
1st.   Poverty. 
2nd.  Inferior  House  Accommodation  of  Artisans  and 

Labourers. 
3rd.  Drunkenness. 
4th.  Carelessness. 

Against  these  four  causes  then,  and  the  first  eleven 
diseases  in  my  list,  must  be  directed  any  and  every  crusade 
against  the  mortality  of  children  in  Ireland. 


Table  I. — Sumviary  of  Deaths  of  Children  under  1  year  and 
under  5  years  in  the  whole  of  Ireland ^  Dublin,  Belfast^  Cork,  and 
Limerick  Cities,  with  total  Births  and  Deaths  for  Ten  Years 
ending  December  31st,  1896,  (From  Anntial  Beports  of 
the  Begistrar-General), 

Total  for  Ten  Years  ending  December  31st,  1896. 


Total 
Births 

Total 
Deaths 

Deaths  of 

Children 

under 1 year 

Deaths  of 

Children 

under  5  yrs. 

Whole  of  Ireland      ... 
Dublin    City 
Belfast 
Cork          „ 
.   Limerick  „ 

1.072,592 

100,045 

96,727 

32,013 

16,341 

845,722 
93.106 
50,224 
28,757 
13,181 

105,469 

17,181 

14,620 

8,881 

1,773 

174,614 

28,617 

26,110 

6,855 

2,696 

Table  II. — For  Ten  Years  ending  December  31st j  1896, 


Undeb  One  Teab. 

Undeb  One  Teab. 

1  Undeb  Ftve  Ybabs. 

(Rate  per  1,000 
Registered  Births). 

(Bate  jper  1,000 
total  Deaths). 

(Bate  per  1,000 
total  Deaths). 

Out  of  every  1,000 

Children  c>om 

there  die  in  1st  year 

In  every  1,000  total 

Deaths  there  die 

Children  under  1  year 

In  every  1,000  total 

Deaths  there  die 

Children  under  5  yrs. 

Whole  of  Ireland 

98-6 

124-7 

206-4 

Dublin    City      ... 

171-2 

183-9 

306-2 

Belfast       „ 

142-2 

2910 

519-8 

Cork          „ 

121-2 

134-9 

220-9 

Limerick  „ 

108-5 

134-5 

204-6' 

Table  III. — Classes  of  Disease  most  Fatal  to  Children  in  the,. 
Whole  of  Ireland  for  Ten  Years  ending  December  31st,  1896. 


Undeb  One  Year. 

Undeb  Five  Vears. 

• 

Causes  of  Death. 

Causes  of  Death, 

1  Local  Diseases 

46,444 

1  Local  Diseases ... 

77,424 

2  Ill-defined  causes 

30,716 

2  Specific  Febrile  Zymotic 

3  Specific  Febrile  Zymotic 

DlseaEei 

36,774 

Diseases 

15,400 

3  Ill-defined  causes 

34,288 

4  Constitutional  Diseases 

6,274 

4  Constitutional  Diseases  ... 

16,690 

5  Developmental      „ 

4,715 

5  Developmental      „ 

4,758 

6  Violence 

1.731 

6  Violence 

4,248 

7  Parasitic  Diseases 

197 

7  Parasitic  Diseases 

425 

8  Dietetic         „ 

52 

8  Dietetic         „ 

67 
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Table  IV. — Systems  Affected  or  Orders  of  Diseases  most  fatal  to 
Children  in  the  Whole  of  Ireland  during  Ten  Years  ending  31st 
December^  1896^  in  the  the  order  of  relative  morbidity. 


Under  One  Yeah. 

Unbeb  Five  Yejlbs. 

Deaths 

Deaths 

Caueea  of  Death 

under 

Causes  of  Death 

under 

lyear 

6  years 

1  Ill-defined  and  not  Speci- 

1 Respiratory  Diseases 

2  Ill-defined  and  not  Speci- 

84,557 

fied  Caase 

30,716 

2  Diseases  of  Nervous  Sys- 

fied Causes 

84,228 

tem 

21,998 

8  Diseases  of  Nervous  Sys- 

3 Diseases  of  Bespiratory 

tem 

28,828 

System 

18»976 

4  Miasmatic  Diseases 

26,790 

4  Miasmatic  Diseases 

8,428 

5  Constitutional  Diseases  - 

16,690 

5  Constitutional  Diseases  - 

6,274 

6  Diarrhceal  Diseases 

8,990 

6  Diarrboeal  Diseases 

6,201 

7  Diseases  of  Digestive  Sys- 

7 Developmental  Diseases 

4,716 

tem 

8,288 

8  Diseases  of  Digestive  Sys- 

8 Developmental  Diseases 

4,758 

tem 

4,690 

9  Accident  or  Negligence  - 

8,773 

9  Accident  or  Negligence  - 

1,825 

10  Diseases  of  Integumen- 

10 Homicide 

406 

tary  System     • 

590 

11  Venereal  Diseases 

899 

11  Septic  Diseases   - 

517 

12  Septic  Diseases   • 

374 

12  Diseases  of  Urinary  Sys- 

18 Diseases  of  Integumen- 

tem 

458 

tary  System     - 

836 

18  Venereal  Diseases 

452 

14  Parasitic  Diseases 

197 

14  Homicide 

480 

15  Diseases  of    Circulatory 

15  Parasitic  Diseases 

426 

System 

187 

16  Circulatory  Diseases 

859 

16  Diseases  of  Urinary  Sys- 

17 Diseases  of  Locomotive 

tem 

126 

System 

147 

17  Dietetic  Diseases 

52 

18  Diseases   of    Organs   of 

18  Diseases   of    Organs   of 

Special  Sense  • 

131 

Special  Sense  - 

48 

19  Dietetic  Diseases 

57 

19  Diseases  of  Reproductive 

20  Diseases  of  Reproductive 

System 

17 

System 

50 

20  Diseases  of   Locomotive 

21  Diseases   of   Lymphatic 

System 

15 

System   and   Ductless 

21  Zoogenous  Diseases 

18 

Glands 

26 

22  Diseases   of    Lymphatic 

22  Zoogenous  Diseases 

19 

System   and  Ductless 

28  Malarial  Diseases 

6 

Glands 

11 

24  Suicide 

28  Malarial  Diseases 

25  Execution 

24  Suicide 

25  Execution 

, 
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Table  V. — Begistered  Diseases  and  Actual  Causes  of  Death  of 
all  Children  in  the  Whole  of  Ireland  for  Ten  Years  ending 
December.  31st,  1896^  in  the  order  of  relative  morbidity. 


Undeb  Onx  Ybab, 

.  TJmdeb  Fivb  Yeabs 

DeathB 

Deaths 

CauseB  of  Death. 

under 

Causes  of  Death. 

under 

■ 

lyear 

' 

6  years 

1  Debility,  Atrophy,  Inani- 

1 Debility,  Atrophy,  Inani- 

tion 

29,186 

tion       .           -            - 

82,062 

2  Convolsions 

20,764 

2  Convulsions 

25,261 

8  Bronchitis 

14,017 

3  Bronchitis 

24,778 

4  DiarrhoBa  and  Dysentery 

5,762 

4  Whooping-cough 

11,456 

5  Whooping-ooagh 

4,898 

5  Diarrhoea  and  Dysentery 

8,388 

6  Premature  Birth 

8,827 

6  Tabes  Mesenterica 

7,564 

7  Tabes  Mesenterica 

8,512 

7  Measles 

7,667 

8  Pneumonia 

2,519 

8  Pneumonia 

5,868 

9  Tubercular  Meningitis   • 

1,755 

9  Croup 

5,509 

10  .Measles    ... 

1,691 

10  Tubercular  Meningitis  - 

6,069 

11  Croup 

1,589 

11  Premature  Birth 

8,827 

12  Dentition 

1,201 

12  Scarlet  Fever      - 

2,919 

13  Ill-defined  and  not  speci- 

13  Inflammation  of   Brain 

fied  Causes       - 

1,176 

and  Membranes 

2,646 

14  Diseases  of  Stomach 

1,145 

14  Dentition 

2,399 

15  Influenza 

1,052 

15  Forms  of    Tubercle  or 

16  Inflammation  of   Brain 

Scrofula   other    than 

and  Membranes 

928 

Tabes,   Phthisis,  and 

17  Enteritis 

796 

Tubercular  Meningitis 

2,190 

18  Ill-defined    Diseases   of 

16  Diseases  of  Stomach 

2,000 

Respiratory  System    - 

645 

17  Burns  and  Scalds 

1,941 

19  Forms  of  Tubercle  and 

18  Influenza 

1,909 

Scrofula 

687 

19  Diphtheria 

1,818 

20  Suffocation 

578 

20  Ill-defined  and  not  speci- 

21 Ill-defined  Accidents  or 

fied  Causes 

1,754 

Negligence 

498 

21  Enteritis 

1,217 

22  Simple  Cholera  • 

418 

22  Phthisis 

1,196 

28  Homicide 

406 

28  Ill-defined    Diseases    of 

24  SyphiUs 

899 

Respiratory  System    - 

1,194 

25  Sphia  Bifida 

863 

24  Enteric  Fever     - 

751 

26  Ileus   and    Intestinal 

25  Suffocation 

621 

Obstruction     - 

357 

26  Accidents  and  Negligence 

27  Scarlet  Fever       ^ 

856 

not  stated 

618 

28  Ill-defined  Diseasesof  Liver  854 

27  Simple  Cholera  - 

607 

29  Erysipelas 

314 

28  Laryngitis 

578 

80  Phthisis 

231 

29  Diseases  of    the    Liver 

81  Sore  Throat,  Quinsy 

215 

other    than     Ascites, 

82  Ill-defined    Diseases    of 

Gallstones,  and  Cirrhosis    495 

Brain  and  Cord 

202 

30  Ill-defined    Diseases    of 

88  Atelectasis 

197 

Brain  and  Cord 

484 

34  Thrush 

186 

31  Sore  Throat  and  Quinsy 

480 

85  Diphtheria 

171 

82  Ileus  and  Obstruction    • 

452 

86  Laryngitis 
37  Peritonitis 

164 
162 

S3  SyphUis 
34  Homicide 

452 

4S0 

SB  Bums  and  Scalds 

160 

85  Erysipelas 

407 

89  Abscess 

153 

36  Spina  Bifida 

886 

40  Dyspepsia 

133 

37  Rickets    - 

878 

890 
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Deaths 
under 
lyear 


UxDEB  One  Yeab. 
Causes  of  Death. 

41  Congenital  Defects  other 

than  Spina  Bifida,  Im- 
perforate Anus,   Cleft 

of  Palate           -            -  133 

42  Eczema     -            -            -  129 

43  Stomatitis             -            -  119 

44  Cyanosis  -                        -  110 

45  Ill-definedDiseases  of  Cir- 

culatory System           -  102 

46  Ill-defined  Diseases  of  In- 

tegumentary System   -  100 

47  Intussusception    -  84 

48  Enteric  Fever      -  79 

49  Pemphigus  -  -74 
60  Syncope  -  -  -  72 
51  Pyaemia  and  Septiossmia  -  59 
62  Rickets      -            -            -  59 

53  Cerebro-Spinal  Fever      -  58 

54  Sudden  Deaths,  Unascer- 

tained Causes    -           -  56 

65  Anaemia,  Chlorosis,  Leu- 

cocythsBinia      -            -  54 

66  Imperforate  Anus            -  64 

57  Laryngismus  Stridulus   -  54 

58  Starvation  and  Want  of 

Breast  Milk      -  52 

59  Phlegmon,  Cellulitis        -  60 

60  Hernia      -            -            -  48 

61  Ill-defined     Diseases    of 

Urinary  System            -  43 

62  Dropsy      -            -            -  37 

63  Chicken-pox          -            -  36 

64  Otitis  and  Otorrhoea        -  34 

65  Simple    and     Ill-defined 

Fever     -            -            -  31 

66  Cleft  of  Palate,  Harelip   -  31 

67  Falls,  Fractures,   Contu- 

sions      -            -            -  29 

68  Acute  Nephritis  -           -  27 

69  Ill-defined     Diseases    of 

Digestive  System         -  25 

70  Purpura  and  Hemorrha- 

gic Diathesis     -            •  24 

71  Paraplegia  and  Diseases 

of  Spinal  Cord  -            -  24 

72  Suppression  of  Urine      -  24 

73  Ulcer,  Bed-sore    •            -  21 

74  Mortification         -            -  21 

75  Tumour    •            -            -  21 

76  Epilepsy    .            -            •  20 

77  Drowning-            -            -  19 

78  Weather  Agencies            -  18 

79  Small-pox  (Unvaccinated)  18 


UvDBB  Five  Yeabs. 

Deaths 

Causes  of  Death.  under 

5 years 

38  Peritonitis            -            -  326 

39  Drowning                          -  266 

40  Abscess     -                         -  226 

41  lU-defined    Diseases    of 

Circulatory  System      -  223 

42  Eczema     -           •            •  223 

43  Stomatitis             •            -  221 

44  Thrush     -            -            -  218 

45  Atelectasis           •            -  200 

46  Animal  Parasites,  exclud- 

ing Hydatids    -            -  194 

47  Cerebro-Spinal  Fever      -  187 

48  Acute  Nephritis   -            -  175 

49  Simple    and     Ill-defined 

Fever    -            -           -  158 

50  Falls,  Fractures,  Contu- 

sions     ...  157 

51  Paraplegia  and  Diseases 

of  Spinal  Cord  -           -  154 

52  Dyspepsia  -  -  153 
63  Dropsy  -  -  -  147 
54  Ill-defined     Diseases    of 

Integumentary  System  143 

65  Congenital  Defects  other 

than  Spina  Bifida,  Im- 
perforate  Anus,    Cleft 

of  Palate            -            -  138 
56  AnaemiayChlorosis,  Leuco- 

cythsemia                       -  123 

67  Intussusception    -            -  121 

68  Cyanosis  -            -  117 

59  111- defined     Diseases     of 

Urinary  System            -  113 

60  Pyiemia  and  Septicemia  -  106 

61  Bright'sDiseaseand  Albu- 

minuria            -            -  105 

62  Laryngismus  Stridulus   -  102 

63  Otitis  and  Otorrhosa         -  102 

64  Phlegmon,  Cellulitis        -  101 

66  Pemphigus                        -  92 

66  Syncope    .            -            -  79 

67  Purpura  and  Haemorrha- 

gic  Diathesis    -           -  77 

68  Hernia      -            -            -  77 

69  Poison:    Poisonous    Va- 

pours    -                        -  76 

70  Sudden  Deaths,  Unascer- 

tained   -            -            -  75 

71  Caries  and  Necrosis         -  70 

72  Pleurisy    -           -            -  68 

73  Epilepsy   ...  65 

74  Chicken-pox  64 
76  Mumps                 -            -  64 
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Under  Oke  Ykab. 

Deaths 
Causes  of  Death.  ander 

1  year 

80  Mamps   -     '     -           -  17 

81  Hematemesis      -           -  17 

82  Poison:  Poisonous  Vapours     16 

83  Haemorrhage       -           •  16 

84  Pleurisy  -           -           -  16 

85  Emphysema  Asthma     •  14 

86  Diseases  of  Larynx  and 

Trachea     other      than 

Laryngitis  and  Croup   -  13 

87  Melsena   -            -            -  13 
88.  Cow-pox  and  Vaccination  12 

89  Apoplexy            -            -  12 

90  Ascites    -            -            -  12 

91  Diseases  of  Bladder  and 

Prostate            •            •  11 

92  Animal  Parasites,  except 

Hydatids           -            -  10 

93  Bright's  Disease  and  Al- 

buminuria                    •  10 

94  Eplstlbxis  and  Diseases  of 

Nose      -            -            -  9 

95  Diseases  of  Testes  and 

Penis     -           -           -  9 

96  Diseases  of  the  Lympha- 

tics        ...  8 

97  Diseases  of  Uterus  and 

Vagina  -            -            -  8 

98  8mall-pox  (no  statement)  7 

99  Uraemia               -            -  7 

100  Ill-defined    Diseases    of 

Organs  of  Locomotion  -  7 

101  Typhus   -            -            -  6 

102  Ulceration  of  Intestine  -  6 

103  Epidemic  Rose  Bash  5 

104  Ill-defined  Constitutional 

Diseases             -           -  5 

105  Hemiplegia   and    Brain 

Paralysis            -            •  6 

106  Ophthalmlaand Diseases 

of  Eye               -            -  5 

107  ArthritiSfOsteitiSyPerios- 

titis        ...  5 

108  Stricture  and  Strangula- 

tion of  Bowel    •            -  4 

109  Embolism  and  Throm- 

bosis     ...  3 

110  Phlebitis ...  3 

111  Caries  and  Necrosis       -  3 

112  Vehicle  and  Horse  Acci- 

dents    ....  3 

113  Small-pox  (Vaccinated)  -  2 

114  Kheumatism      -            -  2 

115  Softening  of  Brain        -  2 


Undbb  Five  Yiabs. 

Death 
Causes  of  Death.        unde 

5 years 

76  Hemiplegia  and    Brain 

Paralysis  -  -  60 

77  Vehicle^  Horse  Accidents  58 

78  Starvation  and  Want  of 

Breast  Ifilk      -  •  57 

79  Bl-defined    Diseases   of 

Digestive  System         -  55 

80  Imperforate  Anus  54 

81  Ill-defined    Diseases   of 

Organs  of  Locomotion, 

except  Caries  and  Ostitis  47 

82  Cleft  of  Palate,  Harelip  •  36 

83  Ulcer,  Bed-sore  -  -  35 

84  Endocarditis,    Valvular 

Disease  -  -  34 

85  Diseases  of  Larynx  and 

Trachea     other     than 

Laryngitis  and  Croup  -  34 

86  Tumour  .  -  -  34 

87  Diseases  of  Uterus  and 

Vagina  -  -  -  84 

88  Small-pox  (Unvaccinated)  33 

89  Emphysema,  Asthma    -  33 

90  Mortification      -  -  SS 

91  Typhus   -  -  -  81 

92  Cancer    ...  31 

93  Arthritis,Osteitis,Perios- 

titis        -  -  -  29 

94  Hematemesis      -  -  28 

95  Ascites    -  -  -  28 

96  Epidemic  Rose  Rash     -  27 

97  Suppression  of  Urine     -  27 

98  Weather  agencies  -  27 

99  Hesmorrhage       -  -  27 

100  Apoplexy  -  -  26 

101  Rheumatic    Fever    and 

Heart  Disease  -  •  21 

102  Ulceration  of  Intestine  -  20 

103  Diseases  of   Lymphatic 

System-  -  -  19 

104  Melsena   -  -  -  18 

105  Diseases  of  Bladder  and 

Prostate  -  -  18 

106  Epistaxis  and  Diseases  of 

Nose      -  -  -  17 

107  Uraemia  -  -  -  15 

108  Stabs,  Wounds,  Weapons  14 

109  Cow-pox  and  Vaccination  13 

110  Ophthalmia    and     Dis- 

eases of  Eye     -  -12 

111  Diseases  of  Testes  &  Penis  11 

112  Hydatids  -  -  11 

113  Pericarditis         -  -  10 
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Undeb  Onb  Yxab. 

Deaths 
Causes  of  Death.  under 

1  year 

116  Endocarditis  and  Disease 

of  Valves  .  -  2 

117  Pericarditis         -  -  2 

118  Diseases  of  Spleen  •  2 

119  Urinary  Calculus  -  2 

120  Hsematuria         -  -  2 

121  Carbnncle  -  .  2 

122  Relapsing  Fever 
128  Glanders 

124  Phagedena 

125  Hydatids 

126  Chorea 

127  Idiopathic  Tetanus 

128  Angina  Pectoris 

129  Aneurysm 

130  Varicose  Veins   - 

131  Fistula  (Alimentary) 

132  Cirrhosis  of  Liver 

133  Diseases  of  Thyroid 

134  Mining  and  Quarry  Ac- 

cidents 

135  Stabs,  Wounds,  Weapons 

136  Other   Miasmatic    Dis- 
,  eases  than  the  foregoing 

137  Bemittent  Fever 

138  Ague 

139  Hydrophobia 

140  Splenic  Fever 

141  Vegetable  Parasitesother 

than  Thrush 

142  Scurvy 

143  Alcoholism 

144  Bheumatic     Fever    and 

Heart  Disease 

145  Gout 

146  Cancer 

147  Diabetes  MeUitus 

148  Paralysis  Agitans 

149  Insanity,  G.  P.  of  Insane 

150  Hypertrophy  of  Heart 

151  Gallstones 

152  Disease  of  Supra-Renals 

153  Disorders  of  Menstrnation 

154  Ovarian  Disease 

155  Pelvic  Abscess 

156  Perineal  Abscess 

157  Ship,  Boat,  and  Dock  Ac- 

cidents 

158  Building  Operations 

159  Machinery 

160  Lupus 

161  Suicide 

162  Bzecution 


Under  Fm  Yxabs. 

Deaths 
Causes  of  Death.         under 

6  years 

114  Small-pox  (no  statement)  10 

115  Bheumatism       .           .  8 

116  Diabetes  MeUitus           •  8 

117  Idiopathic  Tetanus        *  7 

1 18  Diseases  of  Spleen         -  6 

119  Bemittent  Fever           -  5 

120  Hydrophobia      -           .  5 

121  Ill-defined  Constitutional 

Diseases            .            .  5 

122  Softening  of  Brain          -  5 

123  Chorea     ...  5 

124  Embolism  ft  Thrombosis  5 

125  Stricture  and  Strangula- 

tion of  Bowel    -  •  5 

126  Carbuncle           -  -  5 

127  Phagedsena  -  4 

128  Phlebitis             -  -  4 

129  Calculus              -  -  3 

130  Perineal  Abscess  -  3 

131  Small-poz  (Vaccinated)  2 

132  Belapsing  Fever  ^  2 

133  Other    Miasmatic  Dis- 

eases than  the  foregoing        2 

134  Vegetable  Parasites  other 

than  Thrush    -  -  2 

135  Insanity,  G.  P.  of  Insane         2 

136  Cirrhosis  of  Liver  -  2 

137  Hematuria         •  -  2 

138  Ovarian  Disease  •  2 

139  Mineft  Quarry  Accidents  2 

140  Machinery  Accidents 

141  Diseases  of  Thyroid 

142  Fistula  (Alimentary) 

143  Varicose  Veins    - 

144  Aneurysm 

145  Angina  Pectoris 

146  Hypertrophy  of  Heart 

147  Glanders 

148  Ague 

149  Splenic  Fever 

150  Scurvy 

151  Alcoholism 

152  Gout 

153  Paralysis  Agitans 

154  Gallstones 

155  Diseases  of  Supra-Benals 

156  Disorders  of  Menstruation 

157  Pelvic  Abscess 

158  Lupus 

159  Ship,  Boat,  DockAccidents 

160  Building  Operations 

161  Suicide 

162  Execution 
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Dr.  Grimshaw  (Registrar-General)  said  that  in  a  great  many 
of  the  deaths  of  children  there  was  never  any  diagnosis  made,  there 
having  been  no  medical  attendant.  .  Again,  tlie  medical  man  was 
only  called  in,  in  other  cases,  at  the  very  last  moment,  and  then 
for  the  purpose  of  giving  a  certificate  for  the  insurance  company. 
These  two  facts  tended  very  much  to  damage  the  accuracy  of  such 
statistics.  It  was  a  question  whether  a  medical  certificate  should 
be  given  in  cases  where  the  doctor  was  called  in  at  the  last  moment 
and  had  no  opportunity  of  making  a  diagnosis.  He  thought  that 
tjhe  withholding  of  a  certificate  in  a  doubtful  case  had  a  most  bene- 
ficial result,  and  should  be  always  exercised  by  the  medical 
attendant.  Again,  when  a  certificate  was  withheld  the  coroner 
should  interfere.  Medical  men  should  be  very  particular  as  to 
what  they  put  on  death  certificates;  for  instance,  the  primary 
cause  might  have  been  discovered  in  many,  of  the  cases  recorded  as 
*'  convulsions.'*  He  believed  that,  if  there  was  better  accommoda- 
tion for  children  in  hospitals,  a  great  many  of  them  would  be 
better  attended  to.  He  thought  that  students  were  not  sufiiciently 
trained  in  the  treatment  of  diseases  of  children. 

Dr.  Dotlk  said  he  had  never  been  able  to  arrive  at  primary 
'  causes  of  diseases.  Secondary  and  tertiary  causes  were  easily 
arrived  at.  He  maintained  that  convulsions,  tuberculosis,  menin- 
gitis, chorea,  diphtheria,  croup,  whooping-cough  lay  within  the  pro- 
vince of  the  surgeon,  and  not  the  physician.  Granular  conditions 
in  nares  and  back  of  pharynx  often  accounted  for  such  diseases 
as  convulsions.  Whooping-cough  could  be  cured  only  by  the 
surgeon.  The  condition  at  the  back  of  the  fauces  and  nares  should 
be  attended  to.  Whooping-cough  was  caused  by  the  continuous 
and  repeated  reinfection  from  the  Eustachian  tubes  and  back  of 
the  pharynx.  Similar  remarks  applied  to  tuberculosis.  There 
was'  still  room  in  Dublin  for  more  children's  hospitals. 

Dr.  Falkiner  said  that  Dr.  Symes'  Table  No.  I.  showed  the 
death-rate  to  be  practically  1,000  per  month  in  Dublin.  If  a  new 
hospital  were  founded,  room  would  have  to  be  provided  for  all  the 
sick  children,  those  who  die  in  the  month,  representing,  perhaps, 
only  one  per  cent,  of  all  the  sick  children.  He  thought  that  the 
establishment  of  a  new  hospital  with  fifty  beds  would  not  have  tho 
smallest  effect  on  the  death-rate.  His  opinion  was  that  medical 
relief  was  carried  to  the  darkest  parts  of  Dublin,  and  carried 
efiiciently.  The  onus  of  neglected  children  was  much  more  on  the 
Government  and  the  people  of  the  country  than  on  the  doctors, 
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who  did  the  work  ais  well  as  they  could.  The  matter  of  certifying 
for  children  in  doubtf nl  cases  had  caused  him  much  trouble  and 
worry  for  the  last  ten  years.  If  a  child  dying  of  neglect  were 
brought  to  a  doctor,  if  the  doctor  believed  the  child  to  be  dying  of 
neglect  it  was  his  duty  to  see  that  the  child  was  properly  looked 
after.  When  a  child  dying  of  neglect  was  brought  to  him  it  was 
bis  custom  to  write  to  the  Inspector  of  the  National  Society  for 
the  Prevention  of  Crnelty  to  Children,  who  generally  succeeded  in 
having  the  child  cared  for. 

Ihi.  Turner  dwelt  on  the  great  importance  of  having  students 
properly  taught  the  diseases  of  children.  In  Dublin,  he  thought, 
there  was  a  great  necessity  for  having  an  institute  for  children, 
where  students  would  have  an  opportunity  to  receive  instruction 
which  would  enable  them  to  be  successful  practitioners  with  infants. 

Thk  President  (Dr.  Tweedy)  said  that  it  seemed  to  him  that  a 
large  number  of  cases  mentioned  under  the  heading  '^  Debility, 
Atrophy,  Inanition,"  really  came  under  the  head  of  Preventive 
Medicine,  and  were  largely  due  to  unsanitary  conditions  generally, 
and  also  to  the  ignorance  of  parents.  The  system  of  feeding 
children  was  often  most  barbarous,  starchy  foods  being  continually 
given  to  infants.  Children,  he  thought,  might  be  admitted  more 
often  to  the  general  hospitals  in  Dublin.  It  would  be  difficult  to 
start  a  new  hospital  since  there  were  already  so  many.  Dispensary 
doctors  had  a  great  deal  to  do  in  attending  the  j^^^renfs  themselves, 
and  had  not  possibly  the  time  to  devote  to  children  that  they  required. 
What  was  the  use  of  writing  a  prescription  for  a  child  when  what 
it  really  wanted  was  warmth,  cleanliness,  food,  &c.  ?  The  district 
nurse  would  be  almost  more  useful  in  such  cases  than  tbe  doctor. 
If  public  contributions  were  given  more  towards  children's  wards 
in  hospitals  it  would  be  a  step  in  the  right  direction. 

Dr.  Symbs  (in  reply)  said  it  was  a  great  relief  to  him  to  find  that 
so  many  cases  tabulated  as  ''  Indefinite  "  were  cases  in  which  the 
profession  had  really  no  hand  at  all.  He  agreed  with  the  Registrar- 
Greneral  that  the  coroner  should  be  communicated  with  in  all  cases 
where  a  medical  certificate  was  not  procurable.  He  endorsed  Dr. 
Turner's  remarks  on  the  teaching  of  students.  He  was  greatly 
relieved  to  hear  that 'Dr.  Doyle  could  cure  consumption  and 
whooping-cough  by  surgical  methods.  However,  he  thought  that 
surgery  had  nothing  to  do  with  Ihd  deaths  in  the  Tables.  He 
thought  there  were  already  enough  hospitals  in  Dublin," and  that 
an  amalgamation  of  some  of  them  would  be  beneficial. 


DISTRIBUTION  OF  CANCER  IN  ENGLAND. 
By  F.  C.  MARTLEY,  M.A.,  M.D.,  M.R.C.P.I. 

[Read  in  tbe  Section  of  SUte  Medicine,  May  18, 1898.] 

In  choosing  this  subject  I  know  that  I  have  taken  np  a  large 
one,  and  as  yet  I  have  not  been  able  to  touch  more 
than  its  very  fiinge ;  but  it  may  be  of  interest  to  follow  even 
the  short  distance  which  I  have  gone. 

One  of  the  penalties  which  we  seem  to  pay  as  a  result  of 
advancing  civilisation  is  a  very  marked  increase,  as  shown  by 
the  Registrar-General's  Reports,  of  cancer ;  and  here  I  may 
say  that  throughout  this  paper  I  use  cancer  as  synonymous 
witl^  malignant  disease. 

I  felt  that  it  might  be  of  value  to  examine  these  reports, 
and  to  see  whether  any  useful  inferences  could  be  drawn  from 
the  geographical  distribution  of  the  disease.  Naturally  I 
was  somewhat  influenced  by  the  conclusions  come  to  by  Dr. 
llaviland  ("  Geographical  Distribution  of  Diseases  in  Great 
Britain")  which,  put  shortly,  come  to  the  following: — That 
cancer  mortality  amongst  females  in  England  is  lowest  in 
district*  formed  out  of  the  older  and  more  elevated  rocks, 
where  the  rivers  are  not  subject  to  floods;  and  highest  on 
clay  formations,  where  floods  are  more  frequent. 

First  I  examined'  the  figures  for  1891  for  both    sexes 
separately  with  reference  to  the  eleven  divisions  into  which 
£ng]and  is  divided  for  registration  purposes.     These  dis- 
tricts are  as  follows : — 
I.  London. 

II.'  The  South  Eastern. 
III.  The  South  Midland,    extending  from  Cambridge  to 
Oxford,  and  from  Northampton  to  Bucks. 
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IV.  The  Eastern  Shires. 
V.  The  South  Western. 

VI.  The  West  Midland,  from  Shropshire  and  Stafford- 
shire to  Gloucestershire.  ' 
VII,  The  North  Midland  from  Leicestershire  and  Derby- 
shire to  the  East  Coast. 
VIII.  The    North  Western,    comprising    Lancashire    and 
Cheshire. 

IX.  Yorkshire. 
X.  The  Northern. 

XL  Monmouthshire  and  Wales. 

I  first  noted  that,  in  round  numbers,  520  males  died  of 
cancer  in  England  as  a  whole  out  of  every  million  males 
living,  and  850  females ;  but  that  in  the  first  five  divisions, 
comprising  the  district  south  of  a  line  joining  the  Bristol 
Channel  to  the  Wash,  there  was  a  marked  excess  registered, 
extending  in  one  division  up  to  140  per  million  living  more 
than  was  expected. 

Another  line  might  be  drawn  from  the  Dee  to  the 
Humber,  and  all  the  country  north  of  this  showed  a 
marked  relative  freedom  from  cancer,  averaging  80  or  90 
less  per  million  living  than  for  England  as  a  whole ;  while 
in  the  intermediate  countrv  the  number  of  cancer  cases  was 
about  the  same  as  that  for  the  whole  country. 

A  moment's  reflection  showed  that  thes^  figures  were  open 
to  doubt,  as  the  incidence  of  cancer  is  practically  nil  in  early 
life,  and  very  heavy  in  later,  middle  and  old  ages,  and  the 
3)ropoAion  between  young  and  old  might  be  very  different 
in  the  different  divisions.  Accordingly  I  divided  the  popu- 
lation into,  several  age  groups — ^the  groups  chosen  being  the 
younger  years  up  to  25,  and  then  ten  yearly  ones,  the  final 
one  including  all  over  85 — and  calculated  how  many  cancer 
deaths  occurred  in  each  group  per  each  million  living  in 
that  group. 

Next  i  calculated  out  what  the  expected  cancer  death-rate 
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would  be  in  each  of  the  divisions  by  adding  together  the 
number  that  might  be  expected  to  die  in  each  age  gronpi 
for  the  division  in  question ;  this  gave  what  I  may  call  an' 
average  cancer  death-rate  corrected  for  age  distribution ;  ' 
and  comparing  these  rates  in  each  division  with  the  number; 
of  cancer  deaths  registered,  a  much  more  correct  view  of  the 
distribution  of  cancer  was  gained — in  fact,  it  was  seen  to  be 
markedly  different.     To  quote  only  a  few  of  the  figures :  — 
Amongst  males  in  the  south  western  division,  before  taking, 
any  account  of  age  distribution  there  appeared  to  be  80  too 
many  cancer  deaths  per  million  living,  whereas  after  making 
due  allowance  there  were  41  too  few ;  in  the  northern  divi- 
sion amongst  females,  instead  of  there  being  92  too  few, 
there  were  really  12  too  many.     This  shows  clearly  what  an 
erroneous  view  may  be  left  by  mere  figures,  at  all  events  if 
the  figures  are  accepted  without  due  allowance  being  made 
for  diversities  of  age  distribution.    Accordingly  I  shall  now 
only  discuss  such  duly  corrected  figures. 

After  examining  the  divisional  distribution  for  each  sex 
in  a  number  of  years  between  1880  and  1895,  I  finally,  with 
a  view  to  avoid  as  far  as  possible  accidental  and  temporary 
fluctuations,,  expressed  as  a  single  result  the  figures  for  the 
ten  years  1886-95  by  taking  the  average  annual  cancer 
death-rate  and  comparing  it  with  the  population  of  the 
middle  of  the  period,  as  shown  in  the  census  of  1891.  I 
thus  found  the  excess  or  deficit  in  the  number  of  cancer 
deaths  for  each  division  as  compared  with  the  average  rate 
for  England  as  a  whole. 

In  round  numbers,  510  males  died  of  cancer  annually 
during  the  decennium  for  every  million  living,  and  823 
females.  The  excess  or  deficit  in  the  divisions  is  shown  in 
the  following  table :  — 
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DIVISION 

MALES 

FEMALES 

I.  London    -        .        - 

+140 

+  119 

11.  S.  E. 

nil 

+     3 

III.  S.  Mid.    - 

+    9 

29 

IV.  E.    - 

58 

—  33 

V.  8.  W.       - 

—  44 

71 

VI.  W.  Mid.  - 

28 

15 

VII.  N.  Mid.   - 

54 

—  15 

VIII.  N.W.      - 

—  17 

28 

IX.  Yorks. 

33 

+  15 

X.  N.            ... 

• 

17 

+     4 

XI.  Hon.  &  Wales  - 

nU 

—  71 

On  examining  this  ttible  the  first  point  to  be  noticed  is  the 
markedly  greater  prevalence  of  cancer  in  London  over  every 
other  part  of  England.  No  doubt  this  may  be  in  part  due  to 
many  sufferers  being  attracted  to  London  for  the  possibilitj' 
of  relief  in  metropolitan  hospitals ;  but  if  this  were  so  one 
might  expect  the  surrounding  counties  to  show  a  correspond- 
ingly diminished  rate.  At  some  future  time  I  hope  to  go 
into  this  point,  but  I  may  say  that  any  such  investigation  1 
have  as  yet  taken,  though  far  from  complete,  does  not  seem 
to  support  this  view.  Probably  much  must  be  put  down  to 
the  general  conditions  of  life  in  London,  and  something  to  its 
position  in  the  lower  part  of  the  Thames  Valley. 

As  regards  the  rest  of  England,  for  some  districts  the  rates 
for  males  and  females  are  somewhat  similar  and  below  the 
average — e.g.,  in  the  south  western  and  eastern  divisions ; 
but  northward  the  rates  for  the  two  sexes  diverge,  males 
showing  a  rate  below  the  average  for  Divisions  YH-  and  IX,, 
comprising  the  Lincolnshire  district  and  Yorkshire,  and 
situated  on  the  east  coast  of  England,  while  females  show  a 
similar  band  of  low  mortality  but  on  the  west  coast,  taking 
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in  the  Welsh  and  Lancashire  districts.  For  this  divergence 
I  can  suggest  no  cause;  possibly  if  a  longer  period  were 
taken  it  might  disappear,  but  I  may  add  that  on  examining 
the  rates  for  the  seven  years  1881  and  1890-95  separately 
they  always  support  the  same  distribution. 

Another  point  is  that  the  low  rate  for  both  sexes  in  low- 
lying  East  Anglia,  and  a  rate  about  the  ordinary  in  the 
mountainous  northern  division,  shows  that  we  are  not  justi-: 
fied  in  applying  Haviland's  conclusions,  which  I  have 
already  mentioned,  to  such  large  areas. 


NOTES  OX  AX  EPIDEMIC  OF  EXTEEIC  FEVER. 
Bt  W.  a.  WIXTER,  M.D.,  B.Ch.  Dub.,  D.RH. 

[Read  in  the  Section  of  State  Medicine,  May  18, 1898.] 

DuRixa  the  latter  months  of  1 890,  and  the  early  months  of 
1891,  enteric  fever  was  very  prevalent  in  the  Tees  Valley, 
and,  when  the  cases  were  grouped  together,  it  was  foimd  that 
there  was  an  especial  incidence  of  the  fever  during  two 
periods,  each  lasting  about  six  weeks.  The  first  of  these  was 
from  September  7th  to  October  28th,  1890,  and  the  second 
from  December  28th,  1890,  to  February  7th,  1891.  It  was 
during  the  latter  of  these  two  periods  that  I  came  in  contact 
with  the  cases  of  fever  which  presented  the  ordinary  cUni- 
cal  features  of  enteric. 

In  endeavouring  to  trace  the  cause  of  these  epidemics  I 
must  acknowledge  my  indebtedness  to  Dr.  Barry^s  very  able 
report,  which  he  made  on  this  subject  to  the  English  Local 
Government  Board,  as  a  great  part  of  my  information  han 
been  gleaned  from  that  source. 

When  we  attempt  to  trace  the  origin  of  an  epidemic,  it  is 
necessary  in  the  first  place,  to  learn  what  is  its  distribution. 
The  Tees  Valley  consists  of  32  sanitary  districts,  and  in  only 
10  of  these  32  sanitary  areas  was  there  found  to  be  an  ex- 
cessive incidence  of  enteric  fever,  or,  to  quote  the  numbers, 
it  was  found  that  of  1,479  cases  of  this  disease  occurring  in 
the  Tees  Valley  during  the  two  six  week  periods  in 
question,  1,352  or  92  per  cent,  were  notified  from  the  follow- 
ing 10  sanitary  districts — 1.  Darlington  Urban;  2.  Darl- 
ington Kural;  3.  Stockton  Urban;  4.  Stockton  Rural; 
5.  South  Stockton  Urban;  (5.  Middlesborough  Urban; 
7.  Ormesby  Urban ;  8.  Normanby  Urban ;  9.  Eston  Urban ; 
10.  Kirkleatham  Urban.  In  this  list  it  will  be  observed 
that  eight  of  the  districts  were  urban  and  two  rural.  I  wiU 
refer  again  to  this  point  later  on. 
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The  next  point  I  will  inquire  into  is — ^what  common  cause 
had  these  10  sanitary  districts  that  could  lead  to  these  epi- 
demics? As  far  as  I  know,  the  only  means  of  infection  that 
have  been  proTed  may  be  grouped  under  one  of  the  f ollowinj^ 
headings — 1.  Defective  drainage ;  2.  Infected  food  supply  ; 
3.  Infected  water  supply. 

As  one  ti  ould  expect  in  dealing  with  a  mixed  agricultural 
and  urban  poptdation  the  methods  employed  throughout 
these  10  sanitary  districts  for  the  disposal  of  sewage  were 
varied,  and  the  defects  in  these  systems,  and  indeed  in  the 
manner  in  which  they  were  executed,  were  equally  varied ; 
hence,  I  think  defective  drainage  may  be  neglected  in  seek- 
ing the  cause  of  these  outbreaks.  While  referring  to  the 
subject  of  defective  drainage  and  enteric  fever,  I  would  like 
to  say  that  I  think  that  there  is  a  great  tendency  among  the 
public,  and  to  a  less  extent  with  medical  men,  to  attribute 
this  disease  in  most  cases  to  defective  drainage,  when  it 
ought  rather  to  be  traced  to  some  other  source. 

With  regard  to  the  food-supply,  I  think  I  may  at  once 
dismiss  it,  as  it  is  impossible  to  think  that  this  large  popu- 
lation, living  in  a  scattered  district,  could  have  a  common 
food-supply. 

I  now  come  to  the  last  cause  which  I  have  mentioned — 
the  water  supply.  The  10  sanitary  districts  above  referred 
to  are  chiefly  supplied  either  by  the  Darlington  Corporation 
Waterworks  or  by  the  Stockton  and  Middlesborough  Water 
Board.  I  say  chiefly  supplied,  for  although  they  are 
practically  the  only  source  of  supply  in  the  urban  districts 
concerned  in  the  epidemics,  the  rural  districts  involved  have 
a  more  varied  supply,  for  in  the  Stockton  rural  district 
1,335  houses  drew  their  water  supply  from  the  Stockton  and 
Middlesborough  Water  Board,  while  the  remaining  918 
houses  have  to  depend  on  either  public  or  private  wells.  A 
similar  condition  of  supply  exists  in  the  Darlington  rural 
district^  where  about  one-sixth  of  the  houses  are  supplied  by 

2  c 
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one  of  the  above-mentioned  Water  Boards,  and  the  remain- 
ing five-sixths  are  supplied  by  wells.  Both  these  Boards 
draw  their  supply  from  the  River  Tees.  Here  there  is  a 
common  cause  acting  over  the  whole  area  in  which  the 
enteric  fever  epidemics  were  present.. 

It  will,  I  think,  be  useful  at  this  stage  to.  contrast  the  inci- 
dence of  the  fever  in  those  living  in  the  T^s  Valley  who 
consumed  Tees  water  with  those  who  did  not  use  it.  The 
•J2  sanitarj'  districts  which  comprise  thfe  Tees  Yalley  have, 
roughly  speaking,,  a  population  of  500,000.  Of  this  total 
219,000  were  users  of  Tees  water,  while  the  remaining 
281,000  were  supplied  from  other  sources ;.  and,  on  com- 
paring the  enteric  fever  attack-rate  of  these  two  populations, 
I  find  that  the  consumers  of.  Tees  water  exhibited  15  cases 
of  typhoid  for  every  case  that  occurred  among  those  who  did 
not  use  Tees  water. 

I  mentioned  in  an  earlier  part  of  my  paper  that  eight  of 
the  infected  districts  were  urban  and  only  two  were  rural, 
and  it  was  found  on  examining  the  cases  reported  from 
these  two  rural  districts  that  while  certain  villagea  reported 
an  excess  of  typhoid  cases,  other  villages  were  quite  free  of 
the  disease.  Can  this  difference  be  explained?  I  think  it 
can :  for  if  vou  remember  what  the  water  supply  of  the  rural 
districts  was,  I  think  that  it  furnishes  us  with  a  possible 
explanation,  and  this  possibility  becomes  a  probability 
when  we  find  that  all  the  villages  which  showed  an  excess  of 
t}T)hoid  obtained  their  water  supply  from  the  River  Tees. 

This  fact  confirms  the  suspicion  aroused  by  the  excessive 
incidence  of  the  fever  among  the  users  of  Tees  water ;  and  I 
will  now  enquire  into  the  source  from  which  the  "Water 
Boards  obtained  their  supply,  with  a  view  to  judging  the 
possibility  of  its  being  polluted.  The  intake  of  the  Darling- 
ten  and  also  of  the  Stockton  and  Middlesborough  Water 
Boards  is  situated  on  the  River  Tees,  about  two  miles  west  of 
Darlington.     A  glance  at  the  map  shows  that  a  very  con- 
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siderable  part  of  the  river  lies  above  thi»  pointy  and  hence 
the  ]>robabilities  of  such  an  occurrence  are  atrong.  Bnt  in 
such  cases  probabilities  will  not  do ;  we  must  have  f  acts^  and 
the  following  are,  I  think,  sufficient  for  my  purposes : — The 
River  Tees  receives,  above  the  intake  of  the  Water  Boards — 
either  directly  or  indirectly — ^the  sewage  of  20  towns  and 
villages,  with  an  estimated  population  of  12,000.  It  also 
receives  the  surface  drainage  of  many  farms,  some  of  them 
manured  with  night  soil. 

While  referring  to  the  pollution  of  the  river,  I  may 
mention  that  although  Barnard  Castle  ia  sewered  through- 
out, many  drains  and  privies  have  their  direct  outlet  on  to 
the  river,  and  when  the  river  is  low,  matter  discharged  from 
these  tends  to  accumulate  on  the  side  of  the  river  until  such 
time  as  the  water  rises  in  flood  and  performs  the  duty  of 
scavenger. 

The  water  thus  obtained  is  filtered  through  ordinary  sand 
filter-beds  before  it  is  distributed  to  the  consumers.  I  had 
frequent  opportunity  of  analysing  the  water  thus  supplied, 
and  I  think  the  following  analysis,  which  I  made  some  time 
after  the  outbreak,  fairly  represents  the  average  composition 
of  the  water.  I  may  add  that  1  have  seen  the  results  of 
numerous  analyses  made  at  the  time  the  epidemics  were 
present  in  the  district,  and  all  bore  not  only  a  close  resem- 
blance to  each  other,  but  also  to  the  one  I  append,  in  which 
the  quantities  stated  are  grains  per  gallon:  — 

Description  of  Sample  From  house  supply 

Appearance  in  2  ft.  tube        -  -    Light  brown 

Smell  when  heated  to  100<^  F.  -  -    ^il 

Chlorine  as  chlorides  -  -     0'6 

PhoBphoric  acid  as  phosphates  -    A  trace 

Nitrogen  as  nitrates  and  nitrites      -    JfiL 
Ammonia  -  -  -  -    '00042 

Albuminoid  ammonia  -  -     007 

Oxygen  absorbed  4  hours         -  -     '98 

Total  solids  (dried  at  212<^  F.)  -    T120 

Microscopical  examination  of  deposit  -    No  deposit 
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Although  the  above  is  not  the  analysis  of  a  very  pm-e 
water,  yet  I  think  few  would  condemn  it  aa  unfit  for  house- 
hold supply.  This  opinion  is  supported  by  such  authorities 
as  Messrs.  Frankland,  Tidy,  Stock,  and  Wilson,  who  were 
unanimous  in  pronouncing  it  to  be  a  water  of  good  quality 
and  well  suited  for  domestic  supply,  being  free  from  any 
traces  of  sewage  contamination ;  but  this  latter  statement 
has  to  be  considered  in  conjunction  with  the  report  of  Dr. 
Hare,  who  states,  as  a  result  of  his  bacteriological  exami- 
nation, that  "  there  was  manifest  evidence  of  sewage  pol- 
lution.  Another  point  of  interest  in  connection  with  these 
outbreaks  is  the  fact  that  it  was  not  possible  to  demonstrate 
any  previous  case  of  enteric  as  having  occurred  which  could 
have  infected  the  River  Tees  above  the  intake  of  the  water 

Boards.  . 

I  have  now  drawn  attention  to  the  main  facts  in  the 
histoiy  of  these  epidemics,  and  I  think  that  the  weight  of 
evidence  points  to  the  water  supply  as  being  responsible  for 
the  outbreak ;  but  as  there  are  some  strong  points  against 
this  conclusion,  it  ^vill  perhaps  be  well  at  this  stage  to  briefly 
summarise  the  chief  facts  eUcited  before  I  give  my  reasons 
for  condemning  the  water  supply. 

'IvfhoiA  fever  was  found  to  be  very  prevalent  in  the  Tees 
Yalley  during  two  periods-separated  by  a  distinct  inter- 
val-of  six  weeks  each;  it  was  further  found  that  92  per 
cent  of  the  cases  were  reported  from  10  out  of  the  32  sam- 
tary  districts  comprised  in  the  Valley ;  and  again  it  was 
noted  that  the  chief  water  supply  of  these  10  distncts  was 
from  the  River  Tees,  and  that  there  were  15  cases  of  entenc 
fever  among  thoee  living  in  the  Tees  Valley  who  used  Tees 
water  for  every  one  case  that  was  reported  among  those  who 
did  not  use  it.  It  has  also  been  shown  that  the  river  was 
polluted  above  the  point  where  the  water  supply  of  the 
infected  districts  was  taken.  There  was  also  evidence  fur- 
nished  by  bacteriology  that  the  water  was  polluted  by  sew- 
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Dge,  although  chemistry  failed  to  detect  any  sign  of  sewage 
contamination ;  and»  lastly,  there  is  the  fact  that  it  was  not 
possible  to  trace  a  previous  case  of  typhoid  in  the  district. 

In  considering  the  facts  as  grouped  above  it  is  well  to 
particularly  bear  in  mind  the  large  area  over  which  the 
epidemics  were  scattered — in  fact  this  one  point  is  to  my 
mind  sufficient  in  itself  to  make  me  very  suspicious  of  the 
water  supply,  and  when  we  add  to  it  the  other  points  elici- 
ted against  the  water  supply,  I  think  that,  in  spite  of  the 
contrary  evidence  of  chemical  analysis  and  the  inability  to 
demonstrate  a  previous  case,  the  epidemics  must  be  classed 
as  water-borne. 

This  conclusion  is  of  course  in  direct  opposition  to  the 
opinion  of  the  analysts  who  examined  the  water,  and  it 
seems  to  suggest  the  question — Is  chemical  analysis  of  a 
water  supply  any  safeguard,  and,  if  it  is,  how  far  are  we 
to  trust  it?  My  opinion  on  these  points  coincides  with  the 
history  of  those  epidemics,  for  I  think  that  while  chemical 
analysis  will  indicate  recent  or  gross  pollution  of  a  water 
supply,  it  will  fail,  as  it  did  in  this  case,  where  the  sewage 
was  very  diluted  unless  the  analyst  checks  his  results  by  the 
aid  of  bacteriology. 

The  other  flaw  in  the  chain  of  evidence  is  hardly  worth 
considering,  for  it  is  familiar  to  everyone — ^how  difficult  it 
is  to  diagnose  an  isolated  mild  case  of  typhoid. 

An  interesting  point  still  remains  to  be  noticed — i.e,y  why 
were  these  two  epidemics  separated  by  a  short  interval? 
Dr.  Barry  offers  an  ingenious^  and  to  my  mind  quite  a  pos- 
siWe,  explanation  of  this  point.  It  will  be  remembered  that 
when  describing  the  manner  in  which  the  Tees  was  polluted 
I  mentioned  that  at  Barnard  Castle  sewage,  &c.,  was  apt  to 
accumulate  on  the  bank  of  the  river  until  the  water  rose  in 
flood  and  swept  it  away,  and  Dr.  Barry  shows  that  the  river 
was  in  heavy  flood  on  August  23rd,  and  early  in  December, 
and  he  thinks  that  the  carrying  away  of  the  above-men. 
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tioiied  accumulation  may  atford  a  possible  ex[)lauatioii  of 
the  outbreaks. 

From  a  preventive  medicine  point  of  view  there  are  many 
interesting  side-issues  arising  out  of  these  epidemics ;  for 
instance^  they  serve  to  recall  to  our  minds  that  the  filtration 
of  water  as  usually  carried  out  on  a  large  scale  is  not  cai)able 
of  completely  removing  bacteria  or  their  spores,  and  must  be 
supplemented  either  by  efficient  domestic  filtration  or  by 
boiling  the  water ;  further,  they  form  a  plea  for  the  universal 
adoption  of  the  Infectious  Diseases  Notification  Act ;  and 
lastly,  I  think  they  point  out  to  us  the  value  of  such  appoint- 
ments as  Medical  Officer  of  Health  to  a  country  or  large 
district,  who  is  able  from  returns  furnished  to  him  to  group 
cases  together,  and  so  in  outbreaks  like  those  I  have  narrated 
trace  the  cause  of  the  epidemics. 


SECTION  OF  ANATOMY  AND  PHYSIOLOGY. 


CBANIO-CEEEBBAL  TOPOGRAPHY. 

""  '''  [February  4,  1894.] 

Professor  Symington  (Belfast)  gave  a  lautem  demonstra- 
tion, and  exhibited  specimens  and  photographs,  to  show  a 
method  he  had  devised  to  illustrate  the  relations  of  the  scalp 
and  skull  to  the  external  surface,  and  to  the  internal  parts 
of  the  brain. 

The  entire  head  was  injected  with  a  solution  of  formalin, 
at  first  1  in  5,  and  subsequently  1  in  10.  The  injection  Was 
repeated,  and  the  head  kept  in  a  solution  of  formalin  until  it 
was  thoroughly  hardened.  Before  freezing  the  head  it  was 
injected  with  a  solution  of  gum,  to  prevent,  as  far  as  possible, 
the  minute  cracking  and  tearing  of  the  brain,  which  is  so 
apt  to  occur  as  the  result  of  the  freezing  process.  The  entire 
head  was  fixed  in  position  in  a  box,  which  was  filled  with  a 
solution  of  gum.  It  was  frozen,  and  then  cut  through  a 
given  plane — ^horizontal,  coronal,  or  sagittal — into  a  series  of 
slabs.  The  various  slabs  were  placed  in  position  again,  sheets 
of  cardboard  being  placed  between  them  to  compensate  for 
the  thickness  of  tissue  removed  by  the  saw.  A  photograph 
was  then  taken  of  one  side  of  the  head  to  show  the  position 
of  the  various  cuts  on  the  scalp.  The  soft  parts  were 
removed  on  one  side,  en  masse,  down  to  the  bone,  and  another 
photograph  taken  to  indicate  where  the  skull  was  divided, 
venous  sinuses,  were  next  removed,  and  a  photo  taken  of  the 
The  bone  and  the  dura  mater,  except  in  the  position  of  the 
surface  of  the  brain.  The  cut  surfaces  of  the  various  slabs 
were  then  photographed  and  additional  sections  made 
through  the  brain  with  a  large  knife,  as  required  to  show 
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the  extent  of  the  basal  ganglia,  lateral  ventricles  and  other 
internal  parts  of  the  brain. 

The  advantages  claimed  for  this  method  were  that  it 
demonstrated  not  only  the  relation  of  the  scalp  and  skull  to 
the  surface  of  the  brain,  but  also  the  position  of  the  deeper 
parts  of  the  brain  to  the  superficial  surface  of  the  scalp  and 
cranium.  From  such  a  seiies  of  sections  orthogonal  pro- 
jections of  the  internal  parts  of  the  brain  can  easily  be  made 
on  to  the  surface  of  the  head. 

The  author  expressed  his  indebtedness  in  the  photographic 
l)art  of  this  research  to  Dr.  Cecil  Shaw  and  Miss  Patterson. 


Professor  Cunningham  said  that  he  had  listened  to  Professor 
Symington's  paper  witli  the  greatest  interest.  He  thought  that 
the  specimens  which  he  had  shown  were  probably  the  most  beauti- 
ful specimens  of  cranio- cerebral  topography  he  had  ever  s^n.  He 
(Prof.  Symington)  was  perfectly  right  in  saying  that  the  surface 
should  be  always  combined  with  the  interior,  and  by  his  method 
he  was  able  to  do  this.  Formalin  was  of  enormous  help  in  such 
work.  He  concluded  his  remarks  by  expressing  his  appreciation 
of  the  way  in  which  Professor  Symington  had  fulfilled  the  duties  of 
Pi'esident  of  the  Section  for  the  last  two  years. 


THE  SHAPE  AND  POSITION  OF  THE  BLADDER  IN 

THE  CHILD. 

By  a.  BIRMINGHAM,  M.D. ; 

Professor  of  Anatomy,  Catholic  University,  Dublin. 

[Read  in  the  Section  of  Anatomy  and  Physiology,  June  S,  1898.] 

Ix  the  yeai-  1889,  soon  aiter  the  publication  of  Professor 
Symington's  work  on  the  Anatomy  of  the  Child,  I  com- 
menced au  investigation  into  the  shape  and  position  of  the 
child's  bladder,  by  what  I  believe  was  then  a  new  method. 
The  difficidty  of  procuring  suitable  material  was  so  great 
that  after  continuing  the  work  for  nearly  two  years,  during 
which  time  only  six  bodies  of  a  proper  age  were  available,  I 
finally  suspended  operations,  in  the  hope  of  being  able  to 
carry  my  investigations  to  a  more  satisfactory  termination 
at  some  future  time,  a  hope  which  so  far,  I  regret  to  say, 
has  not  been  fulfilled.  However,  as  there  seems  at  pre- 
sent to  be  no  immediate  prospect  of  suitable  material 
coming  into  my  possession,  I  have  decided  to  publish  a  short 
account  of  the  work  so  far  as  it  has  gone. 

Although,  in  approaching  the  subject,  I  recognised  fully 
the  invaluable  aid  which  the  sectional  method  has  given  to 
anatomical  research,  still  I  felt  that  it  was  possible  to  over- 
rate this  aid,  and  to  place  too  much  reliance  on  its  results 
weare  they  not  checked  by  different  methods.  A  frozen 
section  shows  perfectly  the  relations  of  a  part  or  organ  in 
any  given  plane,  but  much  as  to  the  general  shape  and  sur- 
roundings remains  to  be  made  out  by  other  means.  In  the 
bladder  particularly  this  seemed  to  be  the  case.  I  conse- 
quently sought  for  some  new  method  of  examining  thii 
organ  in  the  child,  hoping  thereby  to  be  able  to  corroborate 
the  residts  which  Professor  Symington  had  obtained  by  the 
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sectional  method,   and,   perhaps,  to  add  somewhat  to  our 
knowledge  of  the  organ. 

After  :some  consideration ^of  .the  subjiecit,  I  hit  upon  a 
plan  which,  it  seemed  to  me,  was  .likely  to  yield  satisfactory 

results. 

MethoI). 

My  idea  was  to  inject  the  bladder  to  a  state  of  natural 
distension  with  some  material  of  about  the  same  specific 
gravity  as  urine,'  which  would  soon  solidify,  and  which 
would  be  elastic  enough  to  regain  its  shape  if  slightly  dis- 
turbed. 'After  injecting  the  bladder  and  allowing  the  in- 
jected nijaterial  to  set,  the  abdomen  was  to  be  opened,  the 
level  of  peritoneal  reflection  observed,  and  a  cast  made  of  the 
bladder  with  the  surrounding  parts  in  situ.  The  bladder 
was  then  to  be  removed  with  as  little  disturbance  of  its 
shape  as  possible,  having  previously  marked  on  it  the  level 
of  the  pelvic  brim,  and  a  cast  of  it  also  made.  Finally,  the 
injected  organ,  after  removal  and  casting,  was  to  be  cut 
across  at  the  level  of  the  pelvic  brim,  and  the  amount  of 
injection  contained  above  and  below  the  brim  measured. 

The  first  difficulty  in  carrjdng  out  this  plan  was  the 
selection  of  a  suitable  injecting  material.  Plaster-of-Paris 
was  first  tried,  and  rejected,  owing  to  its  great  weight,  which 
produced  decided  distortion,  and  for  other  reasons.  Finally, 
however,  a  solution  of  gelatine  was  considered  the  most 
satisfactory,  and  was  accordingly  selected.  It  is  light,  and 
easily  manipulated,  it  solidifies  with  sufficient  rapidity,  and 
it  is  possessed  of  a  most  important  quality  for  such  purposes 
as  the  present — namely,  it  is  extremely  elastic,  and  quickly 
regains  its  original  shape  when  disturbed. 

Another  difficulty  was  the  quantity  to  be  injected.  At 
first  it  was  simply  guessed  by  the  amount  of  resistance 
offered  to  the  syringe  during  injection,  which  was,  of  course, 
a  very  unsatisfactorj'  method.  Xext,  an  attempt  was 
made  to  inject  with  the  aid  of  a  bent  tube  to  a  measured 
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pressure  of  so  many  inches  of  jelly,  but  owing  to  the  viscid 
nature  of  the  injection,  this  was  found  impracticable  with 
the  very  narrow  tubes  which  could  be  fitted  into  the  small 
urethra  of  a  child.     At  length  a  plan  was  devised  which 
removed  this  difficutly.     The  bladder  was  first  emptied  as 
completely  as  possible  with  a  catheter,  then  one  limb  of  a 
glass  tube,  which  was  bent  at  right  angles,  was  introduced 
into  the   urethra,   and  watei"  poured  through  it  into  the 
bladder,  until  finally  it  stood  at  a  given  pressure,  say  six 
inches,  in  the  vertical  limb  of  the  tube  outside  the  urethra. 
The  water  was  then  drawn  off  and  measured,  and  a  quan- 
tity of  jelly  exactly  equal  to  the  water  drawn  off  was  intro- 
duced into  the  bladder,  either  with  a  syringe  or  through 
the  tube.     Unfortunately  I  was  unable  to  find  any  table  of 
the  normal  pressure  within  the  distended  bladder  of  the 
child   at  different  ages.     In  fact  the  only  information   I 
could  obtain  on  the  subject  of  the  intravesical  pressure  was 
the  well-known  statement,  found  in  most  physiological  text- 
books, that,  with  the  spinal  cord  intact,  the  bladder  (of  the 
adult)  can  withstand  a  pressure  of  twentj"  inches  of  water, 
but  when  the  connections  with  the  cord  are  severed,  it  is 
capable  of  withstanding   a   pressure    of    only   six   inches. 
From  these  slender  data  I  had  to  form  my  conclusions  as  to 
what  the  pressure  might  be  in  the  child  at  various  ages. 
After  making  a  few  injections  under  a  fixed  and  predeter- 
mined pressure,  I  observed  certain  facts  in  connection  with 
the  injection  which  seemed  to  afford  a  simple  and  satis- 
factory method  of  determining  the  noimal  full  distension  of 

any  particular  bladder. 

I  found,  on  injecting  the  water,  that  fluid  flowed  freely 
into  the  bladder,  even  i^ath  a  verj^  small  pressure  in  the 
vertical  limb  of  the  tube,  and  that  every  slight  increase  in 
pressure  was  immediately  responded  to  by  the  entrance  of 
more  fluid  up  to  a  certain  point.  When,  however,  this 
critical  point  was  reached,  even  a  considerable  inci'ease  in 
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the  pressure  caused  compai-atively  little  mare  fluid  to  enter. 
This  pointy  it  appeared  to  me,  indicated  the  full  normal 
distension  of  the  organ. 

Having  injected  the  bladder,  first  with  water  and  then 
with  jelly,  in  the  method  just  described,  the  body  was 
placed  on  its  back  on  a  sloping  surface  and  set  aside  to 
allow  the  jelly  to  solidify.  "When  sufficient  time  had 
elapsed  for  this  to  take  place,  the  abdomen  wa^  opened  in  the 
following  way : — ^A  vertical  incision  was  made  on  each  side, 
from  the  thorax  to  pelvis,  about  f  inch  from  the  middle 
line.  This  went  at  once  through  all  the  layers  of  the  ab- 
dominal wall.  Transverse  cuts  were  also  made  on  either 
side.  There  remained,  when  the  cavity  had  been  thus 
exposed,  a  median  band  of  the  anterior  abdominal  wall 
extending  from  thorax  to  pubes ;  on  the  back  of  this  the 
level  of  peritoneal  reflection  was  carefully  noted.  The 
band  was  then  cut,  and  reflected  up  and  down.  A  long, 
sharp  pin  was  now  driven  through  the  symphisis  pubis 
and  through  the  bladder  until  the  point  was  lodged 
in  the  sacrum  posteriorly — ^this  to  prevent  any 
movement  of  the  organ.  The  sacro-vertebral  angle 
and  the  upper  margin  of  the  symphysis  pubis 
having  been  carefully  defined,  two  small  pins  were  inserted 
into  the  bladder,  on  the  back  and  front,  exactly  opposite 
these  points.  In  this  way  the  level  of  the  pelvic  brim  was 
distinctly  marked  on  the  bladder.  Then — the  intestines, 
with  the  exception  of  the  sigmoid  flexure  and  the  rectum, 
having  been  cautiously  removed  in  some  specimens,  whilst 
in  others  they  remained  undisturbed — a  cast  of  the  abdomen 
was  made,  which  showed  the  position  and  relations  of  the 
bladder  and  the  surrounding  structures  in  situ. 

Next,  the  bladder  was  removed,  great  care  being  taken 
that  its  shape  was  not  altered  in  this  process — a  matter 
which,  owing  to  the  elastic  nature  of  the  injecting  material 
used,  gave  rise  to  no  great  difficulty.     A  thin  twine  was 
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fixed  around  it  at  the  level  of  the  pelvic  brim,  as  indicated 
by  the  small  pins  previously  inserted,  and  a  cast  of  the 
organ  thus  prepared  was  made.  This  cast  showed  the  size 
and  shape  of  the  bladder ;  and  the  encircling  twine,  which 
in  the  cast  appeared  as  a  slightly  elevated  ridge,  indicated 
the  line  along  which  the  plane  of  the  pelvic  brim  inter- 
sected the  bladder,  and  showed  at  a  glance  how  much  of  the 
organ  lay  in  the  pelvis  and  the  abdomen  respectively. 

Finally,  after  the  cast  of  the  bladder  had  been  made,  the 
injected  organ  was  cut  across  along  the  twine,  that  is,  along 
a  plane  corresponding  to  the  brim  of  the  pelvis,  and  the 
jelly  in  each  resulting  part  was  melted  separately  and 
measured.  This  gave  exactly  the  amount  of  the  contents 
of  the  injected  bladder  which  lay  above  and  belo^-  the  pelvic 
brim  respectively. 

Results. 

I  shall  here  detail  briefly  the  chief  points  concerning 
each  of  the  specimens,  and  then  state  the  conclusions  to 
which  I  have  come  from  an  examination  of  the  series.  Un- 
fortunately two  of  the  bladders — those  of  a  one  day,  and  of 
a  nine  months  old  child — got  injured  during  or  after 
removal,  consequently  casts  of  these  are  wanting. 

Xo.  1.  Male  child  one  day  old. — ^Urine  drained  off  by 
catheter,  jelly  injected,  amount  of  injection  judged  by  resist- 
ance offered.  (In  passing,  it  may  be  remarked  here,  that 
as  a  rule,  in  males,  I  slit  open  the  urethra  along  its  ventral 
aspect  fully  down  to  the  base  of  the  penis,  in  order  to  facili- 
tate the  introduction  of  the  injection.) 

In  this  case  the  distension  of  the  bladder  seems  to  have 
been  complete — ^possibly  excessive.  The  abdomen  was 
opened  in  the  manner  described  above ;  the  reflection  of  the 
peritoneum  from  the  bladder  on  to  the  anterior  abdominal 
wall  was  found  to  be  at  a  point  midway  between  the  umbili- 
cus and  the  top  of  the  pubes.     Casts  having  been  made  as 
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already  described,  the  bladder  was  cut  across  at  the  level  of 
tl^^  pelvic  brim,  and  the  contents  of  each  division  measured. 
The  part  within  the  pelvis  contained  4  drachms,  the  part 
i^.the  abdomen  5  drachms  5  minims. 

On  looking  at  the  cast  of  the  abdomen,  one  is  struck  by 
the  marked  projection  of  the  bladder  into  the  abdominal 
cavity ;  and  from  an  inspection  of  this  specimen  it  can 
easily  be  understood  how  it  became  the  custom  to  describe 
the  bladder  in  the  child  as  almost  entirelv  an  abdominal 
-organ.  But  this  abdominal  position  of  the  viscus  is  to 
some  extent  apparent  rather  than  real,  as  the  following  con- 
siderations will  show: — (1)  If  the  cast  of  the  removed 
bladder  alone  be  examined,  it  will  be  seen  that,  although 
there  is  so  large  a  portion  of  it  in  the  abdomen,  still  much 
more  than  would  be  imagined  from  viewing  the  open  abdo- 
men lies  within  the  pelvis.  (2)  On  measuring  the  contents 
it  is  seen  that  the  amount  above  the  pelvis  exceeds  the 
amount  within  it  by  only  5  minims.  (3)  In  the  infant  the 
pelvis  seems  as  it  were,  to  project  into  the  abdominal  cavity 
proper,  probably  on  account  of  the  slightly  developed 
lumbar  curve,  and  the  small  development  of  the  lower,  or 
pelvic,  as  compared  with  the  upper  part  of  the  abdomen. 
<4)  The  bladder  seems  to  project  out  of  the  pelvis  more  than 
is  reallv  the  case,  on  account  of  the  small  size  of  the  pelvis 
relatively  to  that  of  the  bladder  at  this  time  of  life.  But, 
as  shown,  even  at  the  early  age  of  one  day,  almost  equal 
parts  of  the  bladder  lie  above  and  below  the  level  of  the 
pelvic  brim. 

In  shape  tliis  bladder  is  a  somewhat  elongated  ovoid, 
slightly  flattened  from  above  downward  in  its  pelvic  portion. 
The  abdominal  is  a  little  larger  than  the  pelvic  end  or  base, 
which  latter  does  not  project  posteriorly,  even  to  the 
slightest  degree,  behind  the  attachment  of  the  diminutive 
prostate;    in  fact,   a  vertical  line  let  fall  from  the  most 
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prominent  part  of  the  organ  woxdd  cut  the  posterior  part  of 
the  prostate. 

Xo.  2.  Male  child  one  day  old, — The  bladder  was  injected 
to  what  was  judged,  by  the  resistance  and  by  measurements 
previously  made,  to  be  slight  distension.  The  blood-vessels 
were  also  injected  from  the  thorax,  and  the  other  steps 
described  above  carried  out. 

The  peritoneal  reflection  took  place  one-eighth  of  an  inch 
above  the  mid-point  between  pubes  and  umbilicus.  Some 
time  elapsed  after  the  injecting  before  the  bladder  was  re- 
moved, with  the  result  that  it  was  unfit  for  casting. 

The  cast  of  this  abdomen  and  of  specimen  Jfo.  1  show 
well  ihe  large  triangular  surface  of  the  child's  bladder, 
bounded  at  each  side  by  the  hypogastric  artery,  with  the 
base  at  the  pubes  and  the  apex  at  the  urachus,  which  lies 
in  direct  contact  with  the  abdominal  wall,  without  the  inter- 
position of  peritoneum. 

No.  3.  Male  aged  nine  months.— -Jelly  was  injected  in.  the 
method  described  until  a  pressure  equal  to.  six  inches  of 
w^ater  was  reached.  On  opening  the  abdomen  the  peritoneal 
reflection  was  found  to  be  situated  at  a  point  one  line  below 
the  junction  of  the  lower  and  middle  thirds  of  the  distance 
from  umbilicus  to  pubes.  The  abdomen  was  caat,  the 
bladder  removed,  and  a  mould  of  it  secured,  which  unfortu- 
nately was  broken  before  a  cast  had  been  obtained-  A,  cast 
of  the  removed  bladder  of  this  child  is  therefore  wanting  in 
the  series.  The  abdomen  shows  the  gradual  sinking  of  the 
bladder  into  the  pelvis  as  the  age  advances ;  it  is  neither 
absolutely  nor  relatively  so*  prominent  as  the  bladder  in  the 
child  at  birth.  The  abdominal  end  was  larger  than  the  part 
situated  in  the  pelvis. 

No.  4.  Male  child  of  four  years— ^ery  small  for  this 
age, — The  bladder  was  injected  to  a.pfjessnre  of  8  inches  of 
water.  The  peritoneal  reflection. took  pl^.Ce  at  a  point  half 
way  between  the  pubes  and  fhe  ;ximbiUc»3.-     Casts  having 
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been  made,  the  bladder  was  divided,  and  the  contents  of  its 
two  parts  measured.  In  the  pelvis  were  2  oz.  2  duns., 
above  the  pelvis  1  oz.  4  drms.  50  mins.,  making  a  total 
capacity  of  3  oz.  6  drms.  50  mins. — not  an  excessive  amount, 
in  view  of  the  fact  that  a  child  of  four  years  may  pass  over 
4|  ounces  at  one  micturition.  However,  as  pointed  out 
above,  this  child  was  remarkably  small  for  his  age. 
'  The  cast  of  the  bladder,  which  was  certainly  quite  full — 
if  not,  perhaps,  over-distended — is  egg-shaped,  flattened 
tiomewhat  from  above  downwards,  the  wide  end  of  the  ovoid 
being  directed  forward  and  upward,  the  narrower  end  back- 
ward and  downward.  This  latter  end  projects  to  a  mode- 
rate extent  behind  the  plane  of  the  prostate. 
•  In  this  case,  instead  of  being  a  true  ovoid,  the  bladder 
seems  to  be  made  up  of  halves  of  two  unequal  ovoids,  joined 
about  the  brim  of  the  pelvis.  The  smaller  half  occupied 
the  pelvis,  the  larger  projected  into  the  abdomen. 

Xo.  5.  Male,  aged  six  months — a  large  child. — Bladder 
injected  with  jelly  to  a  pressure  of  6  inches.  The  peritoneal 
reflection  was  at  the  junction  of  the  lower  and  middle  thirds 
of  the  distance  between  the  umbilicus  and  pubes.  Casts  of 
the  abdomen  and  bladder  having  been  made,  the  bladder 
was  removed  and  divided.  The  pelvic  portion  contained 
1  oz.  40  mins.,  the  abdominal  portion  1  oz.  3  drms. 

The  cast  of  the  bladder,  although  of  large  size,  shows, 
by  the  large  amount  which  projected  out  of  the  pelvis,  that 
it  belonged  to  a  young  child.  The  shape  is  that  of  an  elon- 
gated and  slightly  asymmetrical  ovoid,  with  a  wide  end 
directed  forward  and  upward,  and  a  narrow  end  looking  in 
the  opposite  direction.  This  end  projects  slightly  behind 
the  plane  of  the  prostate  and  urethra. 

Xo.  Q.  Male,  aged  two  years. — ^In  this  case  the  bladder 
was  first  emptied  of ;  urine,  and  injected  with  water  to  a 
pressui-e  of  3  inches,  at  which  pressure  2  oz.  1  dr.  10  mins. 
entered;  the  presisure- was -then  increased  to  8  ins.,  when 
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only  an  additional  1^  drms.  entered ;  2  oz.  1  dr.  10  mins.  of 
jelly  were  then  rejected. 

The  peritoneal  reflection  was  remarkably  low — namely, 
only  J  inch  above  the  pubes,  the  distance  from  pubes  to 
umbilicus  being  2J  inches.  Casts  having  been  made,  the 
division  of  the  bladder  gave  the  following  results — ^in  the 
pelvis,  1  oz.  5  drms. ;  above  the  pelvis,  4  drms.  10  mins. 
The  cast  of  the  abdomen  shows  at  a  glance  that  the  bladder 
is  not  nearly  so  prominent  in  this  case  as  in  the  younger 
subjects. 

The  cast  of  this  bladder  gives,  I  believe,  a  more  correct 

idea  of  the  shape  of  the  moderately  distended  bladder  of  the 

child  than  any  of  the  others  of  the  series.     The  shape  is 

ovoidal,  the  slightly  larger  end  being  directed  forward  and 

upward,  the  narrower  end  backward  and  downward.     The 

outline  is  irregular,  owing  to  the  fact  that  the  bladder  had 

been  impressed  by  the  surrounding  structures ;  and  this  is, 

I  believe,  the  natural  condition  of  the  moderately  distended 

organ. 

Conclusions. 

I.  As  to  the  level  of  the  peritoneal  reflection  from  bladder 
to  anterior  abdominal  wail.    It  was  as  follows :  — 

In  two  children,  each  one  day  old:  half  way  between 
pubes  and  umbilicus. 

In  a  six  months  child :  at  the  junction  of  the  lower  and 
middle  thirds  of  the  inteival  between  pubes  and  umbilicus. 

In  a  nine  months  child :  at  the  same  level  as  the  pre- 
ceding. 

In  a  two  years  child:  one-quarter  inch  above  the 
symphysis,  i.e.,  one-tenth  of  the  distance  between  pubes  and 
umbilicus. 

In  a  four  years  child :  half  way  between  the  pubes  and 
umbilicus ;  this  with  a  very  full  bladder  which  would  raise 
the  level. 

These  facts  speak  for  themselves;  they  show  the  high 

2   D 
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level  at  birth,   the  gradual  descent,   with  the   occasional 
irregularity. 

II.  As  regards  the  position  of  the  hlaJder. — The  casts  give 
a  clear  idea  of  the  extent  to  which  the  bladder  may  be  con- 
sidered an  abdominal  organ  in  the  child  at  various  ages^ 
It  will  be  noticed  that  even  at  birth,  when  its  projection 
into  the  abdomen  proper  is  most  mai^ked,  very  little  more 
than  half  of  the  organ  projects  out  of  the  pelvis,  and  this 
even  with  a  fullv  distended  bladder;  with  less  distension 
there  would  be  relativelv  less  of  the  bladder  in  the  abdomen. 
On  examining  the  casts  at  more  advanced  ages  the  gradual 
sinking  into  the  pelvic  cavity  is  observable  without  inter- 
ruption, as  we  pass  from  the  youngest  to  the  oldest  specimen. 

The  amount  of  jelly  contained  in  the  abdominal  and 
pelvic  portions  of  each  bladder  shows  this  even  more 
strikingly.  In  four  bladders  from  children  of  different 
ages,  the  amount  above  and  below  the  pelvic  brim,  was  as 
follows:  — 

One  day  old :  in  pelvis,  4  drms. ;  in  abdomen,  4  drms. 
5  min. 

Six  months  old  :  in  pelvis,  1  oz.  40  mins. ;  in  abdomen,  loz. 

3  drms. 

Two  years  old :  in  pelvis,  1  oz.  5  drms. ;    in  abdomen, 

4  drms.  10  mins. 

Four  years  old :  in  pelvis,  2  oz.  2  drms. ;  in  abdomen,  1  oz. 

4  drms.  50  mins. 

Notwithstanding  all  this,  it  must  be  admitted,  on  looking 
at  the  cast  of  the  child  one  day  old,  that  the  bladder  in  its 
general  appearance  is  at  this  age  very  largely  an  abdominal 

organ. 

III.  As  to  tJie  ifhape  of  the  child's  bladder.— The  shape  of 
the  distended  bladder  within  the  body  titII  be  in  great  part 
determined  by  three  factors — namely  (1)  the  pressure  within 
the  bladder:   (2)  the  pressure  exerted  upon  it  by  the  but- 
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rounding  structures;  and  (3)  tlie  absolute  or  intrinsic 
shape  of  the  organ  itself. 

The  intrinsic  shape  of  the  bladder  in  the  child  is,  I 
believe,  approximately  that  of  an  egg  flattened  somewhat 
from  above  downwards,  with  the  slightly  larger  end  directed 
upwards  and  forwards,  and  the  smaller  end  downwards  and 
backwards.* 

Its  assumption  of  this  shape  in  the  body  will  depend  on 
the  pressure  of  its  contents,  as  compared  with  the  pressure 
ill  surrounding  parts,  particularly  in  the  rectum.  If  the 
pressure  in  the  rectum  be  gi'eater  than  that  in  the  bladder, 
the  former  will  indent  the  latter,  and  thus  disturb  its 
symmetry.  If,  on  the  other  band,  the  pressure  within  the 
bladder  be  the  greater,  the  rectum  can  produce  but  little 
effect  upon  its  form,  which  will  then  approach  nearer  to  a 
true  ovoid.  But  this  intravesical  pressure^ — which  is,  of 
course,  the  result  of  distension,  as  a  rule — is  liable  to  pro- 
duce asymmetry  in  another  way.  Owing  to  the  position  of 
the  bladder — ^lying  as  it  does  partly  in  the  diminutive  pelvis 
tif  this  age,  partly  in  the  more  roomy  abdomen — ^the  pelvic 
portion  is  surrounded  by  resistant  structures,  and  can  ex- 
l>and  with  less  freedom  than  the  abdominal  portion,  which, 
to  a  large  extent,  is  free  from  any  suck  restraint.  Conse- 
quently, when  the  bladder  is  fully  distended,  there  is  a 
tendency  for  the  abdominal  segment  to  undergo  an  enlarge- 
ment out  of  proportion  to  that  of  the  rest  of  the  organ,  with 
a  resulting  disturbance  of  symmetry. 

The  condition  of  the  base  of  the  bladder  varies  at 
dififerent  ages.  In  the  child  at  birth  it  is  very  slightly 
developed,  and  runs  upward  from  the  posterior  wall  of  the 
urethra,  practically  as  a  vertical  surface,  forming  no  bulging 

*  In  a  mesial  frozen  section  through  such  a  bladder,  the  abdominal  might 
appear  to  be  smaller  than  the  pelvic  end  (although  the  reverse  is  really  the 
case),  owing  to  the  flattening  from  above  downwards  affecting  chiefly  the 
abdominal  portion.  In  other  words,  it  is  only  by  making  sections  in  two 
different  planes,  by  a  reconstraction  method,  or  by  injecting  the  organ 
in  sitUf  that  the  true  shape  can  be  realised. 
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whatsoever  posteriorly  over  the  prostate.  At  six  months 
it  projects  very  slightly  backwards  behind  the  plane  of  the 
posterior  wall  of  the  urethra ;  and  at  four  years  the  pro- 
jection is  distinct,  behind  both  prostate  and  nrethrat  though 
not  great. 

Finally,  taking  the  average  condition  with  moderate  dis- 
tension, the  bladder  of  the  child  under  f  oui'  years  of  age  may 
be  described  as  being  egg-shaped,  somewhat  flattened  from 
above  downward,  with  the  slightly  larger  end  directed  for- 
ward and  upward,  and  the  base,  which  is  only  feebly  de- 
veloped, projecting  backwards  very  little,  or  not  at  all, 
behind  the  posterior  surface  of  the  prostate. 


ACCOUNT    OF   AN  UNUSUAL    COURSE    OF 

PHRENIC    NERVE. 

By  JOHN  BARTON,  M.D. ; 
DemoBBtrator  of  Anatomy,  BoyaL  College  of  Surgeons. 

[Bead  in  the  Section  of  Anatomy  and  Physiology,  June  3, 1898.] 

The  following  arrangement  of  the  right  phrenic  nerve  was 
observed  in  a  male  subject  during  the  past  session  in  the 
dissecting  room  of  the  Royal  College  of  Surgeons.  The 
nerve  came  off  from  the  4th  cervical  nerve,  and  ran  for  an 
inch  and  a  half  in  the  cord  containing  the  5th  and  6t\\ 
cervical  nerves,  while  in  the  sheath  it  received  a  branch  from 
the  5th  nerve;  it  then  passed  downwards  and  inwards  behind 
and  in  contact  with  the  posterior  surface  of  the  stemo- 
mastoid  muscle ;  it  crossed  the  subclavian  vein  opposite  the 
insertion  of  the  scalenus  anticus  muscle.  In  the  thorax  it 
lay  in  front  of  the  right  innominate  vein,  crossed  in  front  of 
the  internal  mammary  artery,  lying  to  the  outer  side  of  the 
superior  cava,  and  then  joined  the  pericardium,  and  from 
this  to  its  termination  its  course  was  normal.  The  nerve  was 
half  an  inch  in  front  of  both  the  scalenus  anticus  muscles 
and  the  subclavian  artery,  and  did  not  come  in  contact  with 
either  of  these  structures. 

H.  St.  J.  Brooks  read  a  paper  on  the  variations  of  origin 
of  the  phrenic  nerve,  which  is  contained  in  Vol.  V.,  1887,  of 
the  Transactions  of  this  Academy,  but  does  not  record  any 
observation  similar  to  this.  I  may  mention  that  the  state- 
ment in  the  books  that  the  phrenic  nerve  crosses  over  the 
internal  mammary  artery  is  not  the  invariable  rule.  In  five 
subjects  this  session  the  nerve  passed  under  the  artery — three 
times  on  the  right  and  twice  on  the  left  side. 
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A  STUDY  OF  THE  ARRANGEMENT  OF  THE  MUS- 
CULAR FIBRES  AT  THE  UPPER  END  OF  THE 
a?SOPHAGUS. 

Bt  a.  BIRMINGHAM,  M.D. ; 

Profsesor  of  Anatomy,  Catholic  Univewity.    " 

[Read  in  the  Section  of  Anatomy  and  Physiology,  June  3,  1898.] 

With  the  current  description  of  the  longitudinal  mus- 
cular  fibres  at  the  upper  end  of  the  oesophagus,  in 
which  these  fibres  are  said  to  divide  into  three  longitudinal 
bands— an  anterior  attached  to  the  vertical  ridge  on  the 
back  of  the  cricoid  cartilage,  and  two  lateral  bands  which  are 
described  as  becoming  connected  above  with  the  lower  fibres 
of  the  inferior  constrictor  (Quain,  &c.),  or  with  the  elastic 
tissue  in  which  the  palato-pharyngeus  ends  (MacAlister), 
I  have  never  felt  quite  satisfied.  Independent  of  the 
fact  that  I  had  never  seen  such  an  arrangement  shown  to  my 
satisfaction  in  a  dissection,  it  seemed  to  me  extremely  impro- 
bable that  the  lateral  bands  described,  formed  as  they  were 
of  longitudinal  fibres,  should  join  the  all  but  horizontal  fibres 
of  the  lower  edge  of  the  inferior  constrictor.  Nor  did  it 
seem  likely  that  these  important  bands,  which  have  so  much 
to  do  with  the  fixation  of  the  oesophagus,  would  be  dependent 
upon  such  a  slight  support  above  as  that  offered  by  the 
elastic  tissue  connected  with  the  lower  part  of  the  palato- 
pharyngeus. 

Suitable  material  having  come  into  my  hands,  I  recently 
made  a  careful  study  of  these  fibres,  on  a  series  of  dissections 
V^hich  I  had  specially  prepared  with  this  object,  and  as  a 
result  I  would  offer  the  following  account  of  the  arrange- 
ment of  the  muscular  fibres  in  the  lower  paii;  of  the  pharvnx 
and  the  upper  end  of  the  oesophagus. 
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The  outer  or  longitudinal  muscular  fibres  form  over  tTie 
oesophagus  generally,  with  the  exception  of  its  upper  end. 
•a  well  devel(^ed  continuous  layer  of  longitudinal  bundles 
ninning  parallel  to  one  another,  and  ia  the  direction  of  the 
tube.  This  layer,  which  is  considerably  thicker  in  general 
than  the  cii*cular  layer,  \\ill  be  distinctly  displayed  if  the 
connective  tissue  which  lies  outside  the  muscular  coat,  be 
•carefully  removed  from  an  oesophagus  which  has  been 
moderately  distended,  and  still  retains  its  connections  with 
the  larynx. 

On  viewing  the  posterior  aspect  of  such  a  preparation  it 
will  be  seen  that  the  longitudinal  fibres  on  this  surface  form 
a  continuous  layer  until  a  point  1  to  1 J  inches  below  the 
cricoid  is  reached.  Here  the  longitudinal  fibres  on  the  back 
of  the  tube  divide  into  two  lateral  halves  (E,  E,  Fig.  1), 
which  gradually  separate  from  each  other  and  wind  round 
to  the  side,  leaving  a  V-shaped  inter\'al  between  the  diverg- 
ing masses  above  (D,  Fig.  1).  As  they  pass  round  to  the 
sides  these  fibres  form  two  stout  bands,  the  bundles 
of  which  run  obliquely  or  somewhat  spirally  upwards  and 
forwards  (D,  Fig.  2).  They  ascend  beneath  the  lower 
margin  of  the  inferior  constrictor,  and,  having  been  joined 
by  the  longitudinal  fibres  of  the  side  and  front  of  the 
gullet,  they  wind  round  to  the  front,  where  meeting,  they 
end  below  the  middle  of  the  back  of  the  cricoid,  on  a  stout  flat 
tendon  (A,  Fig.  3),  through  the  medium  of  which  they  are 
attached  to  the  cricoid  cartilage.  This  tendon,  which  is 
about  J  inch  in  width  above,  and  somewhat  wider  below,  runs 
up  over  the  back  of  the  cricoid,  and,  having  being  joined  by 
certain  other  fibres,  which "  will  be  described  below,  it  is 
finally  attached  to  the  upper  end  of  the  vertical  ridge  of  the 
cricoid  cartilage,  near  the  point  at  which  this  ridge  passes 
into  the  upper  border  of  the  quadrilateral  plate  (Fig.  3). 
Whilst  this,  so  far  as  I  can  see,  is  the  usual  termination  of 
these  two  bands    of-  longitudinal  fibres   in   the   majority 
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of  cases,  still  it  will  be  occasionally  found  that  some 
few  of  their  superficial  and  posterior  fibres  are  con- 
nected to  the  lower  margin  of  the  inferior  constrictor  evi- 
dently by  the  intervention  of  connective  tissue.  (B,  Fig.  4). 
In  other  cases  a  few  of  the  superficial  fibres  form  a  small 
independent  bundle,  which  is  attached  above  to  the  lateral 
part  of  the  inferior  margin  of  the  cricoid  cartilage  (A,  Fig.  4). 

As  the  ''longitudinal  bands"  described  above  pass  for- 
wards and  upwards  round  the  side  of  the  oesophagus  their 
disposition  is  such  that  on  casual  examination  one  might 
easily  fall  into  the  error  of  thinking  that  they  were  connected 
to  the  lower  margin  of  the  inferior  constrictor.  A  careful  dis- 
section, however,  will  show  that  this  is  not  the  case,  and  that 
while  none,  or  at  most,  in  some  cases,  very  few  of  their  fibres 
are  attached  to  the  inferior  constrictor,  the  bands  pass  on 
beneath  the  lower  margin  of  this  muscle  (Fig.  2),  to  reach 
their  common  tendon  on  the  front,  as  already  described. 

The  arrangement  of  the  longitudinal  fibres  will  be 
far  better  under  understood  if,  instead  of  tracing  them 
from  below  upwards,  w©  follow  the  more  natural  plan 
of  tracing  them  from  their  origin  above  downwards  along 
the  tube,  thus :  — The  longitudinal  fibres  of  the  cesophagus 
arise  by  a  stout  tendon  J  inch  in  width  above,  wider 
below,  from  the  upper  end  of  the  vertical  ridge  on  the  back 
of  the  cricoid.  This  tendon,  somewhat  below  the  middle  of 
the  cricoid,  gives  rise  to  two  stout  muscular  bands,  which 
lie  close  together  on  the  front  of  the  tube  at  their  origin, 
but  diverge  immediately  below  this,  each  passing  round  on 
the  lateral  aspect,  and  gradually  spreading  out  in  a  dorsal 
direction,  until  finally,  at  a  point  about  1 J  inches  below  the 
cricoid,  the  fibres  of  opposite  sides  meet  behind,  and  form 
from  this  down,  all  round  the  tube,  a  continuous  layer  of 
longitudinal  fibres. 

This  arrangement  will  be  made  clearer  by  a  reference  to 
the  accompanying  figures,  1,  2,  and  3. 
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If  the  front  of  the  upper  portion  of  the  oesophagus  be 
examined  the  *'  two  lateral  bands "  will  be  seen  winding 
round  from  the  sides^  and  meeting  higher  up  before  their 
common  tendon  is  reached.  Below  this  meeting  the  com- 
parative fewness  of  the  longitudinal  fibres  on  this  aspect 
near  the  middle  line  is  noticeable  for  a  few  inches  down. 
So  few,  indeed,  are  the  fibres  of  the  outer  layer  here  that  the 
circidar  fibres  are  distinctly  visible  through  their  scant 
longitudinal  covering. 

If  we  next  turn  our  attention  to  the  posterior  aspect  of 
the  upper  end  of  the  tube,  two  questions  will  naturally 
arise — how  is  the  V-shaped  intei-val  on  the  back  between 
the  diverging  lateral  bands  filled?  And  how  exactly  is 
the  muscular  wall  of  the  oesophagus  connected  posteriorly  to 
that  of  the  pharynx  ? 

As  regards  the  first  question,  it  may  be  briefly  stated  that 
the  V-shaped  interval,  which  measures  nearly  IJ  inches 
from  above  downwards,  is  filled  by  the  circidar  fibres  of  the 
oesophagus,  covered  over  in  its  lower  and  greater  portion  by 
thin  and  scattered  longitudinal  fibres  derived  from  the  outer 
layer ;  and  above  for  nearly  \  an  inch,  by  the  lowest  fibres 
of  the  inferior  constrictor,  which  pass  down  for  a  short  dis- 
tance over  the  upper  part  of  the  oesophagus,  overlapping  and 
blending  with  its  highest  circular  fibres. 

If  the  outer  surface  of  the  inferior  constrictor  be  care- 
fully dissected,  it  will  be  seen  that  this  part  is  made  up  of  two 
portions  differently  aiTanged— (a)  an  upper  and  much  larger 
portion,  consisting  of  all  the  fibres  springing  from  the 
thyroid  cartilage,  and  the  upper  and  superficial  portion  of 
those  arising  from  the  cricoid  (B,  Fig.  1,  and  A,  Fig.  2) ; 
and  (b)  a  lower  part  consisting  of  the  deeper  fibres  of  the 
cricoid  origin  (C,  Fig.  1,  and  B,  Fig.  2).  The  muscular 
bundles  in  the  upper  division  are  of  a  redder  colour,  and  run 
obliquely  upwards  and  towards  the  middle  line,  where  they 
join  the*  raphe,  or,   more  correctly,   decussate  irregularly 
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with  those  of  the  opposite  side.  The  lower  diyision 
of  the  inferior  constrictor  is  paler  in  colour,  and  is 
made  up  of  fibres  which  are  more  horizontal  in  direction, 
and  which,  unlike  those  of  the  upper  division,  do  not  decus- 
sate or  form  a  raphcy  but  on  the  contrary  run  continuously 
from  side  to  side  in  the  form  of  annular  (or  more  correctly  C- 
shaped)  bundles.  This,  which  might  be  described  as  an 
(esophageal  portion  of  the  inferior  constrictor,  is  apparently 
transitional  between  the  constrictor  and  circular  fibres  of 
oesophagus,  and  is  evidently  specially  modified  in  order  to  serve 
(somewhat  after  the  fashion  of  the  "  adapter  "  of  a  syringe) 
as  the  means  of  union  between  the  muscular  coats  of  the 
oesophagus  and  pharynx.  It  is  narrow  at  each  end  where  it 
springs  from  the  postero-lateral  aspect  of  the  cricoid  below 
and  under  cover  of  {i.e.,  internal  to)  the  cricoid  origin  of  the 
main  division  of  the  constrictor.  It  is  much  wider — nearly  J 
inch  in  the  middle,  being  somewhat  diamond  shaped  with  the 
long  axis  horizontal .^  ,  Above  it  runs  up  into  the  interval  be- 
tween the  lowest  pair  of  decussating  bundles  of  the  constrictor, 
while  inferiorly  it  passes  down  for  over  J  inch  filling  the 
upper  and  wider  part  of  the  V-shaped  interval  between  the 
two  longitudinal  bands,  and  here  overlapping  and  blending 
with  the  highest  circular  fibres  of  this  part  of  the  oesophagus. 
Its  lower  margin  is  very  distinct  on  the  lateral  aspect 
(Fig.  2),  where  it  is  seen  passing  back  from  the  cricoid  across 
the  recurrent  nerve  and  the  band  of  the  longitudinal 
fibres.  But  posteriorly  it  is  much  less  distinct,  in  fact,  it 
is  frequently  difficult  to  make  it  out  with  certainty  here. 
In  this  way  the  upper  part  of  the  V-shaped  interval  is  filled 
in.  The  lower  portion  of  the  V  is  occupied  by  the  circular 
fibres  of  the  oesophagus,  covered  by  an  extremely  thin  layer 
of  somewh^it  pinnately  arranged  fibres  derived  from  the  ou,ter 
layer  (D,.rig.  1).  If  the  two  longitudinal  bands  descending 
from  their  tendon  of  origin  round  the  sides  of  the  oesophagus 
be  carefully  examined,  it  will  be  seen,  that  while  the  main 
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jnass  of  the  two  bauds  meet  only  at  a  point  about  1 J  inches 
below  the. cricoid,  scattered  fibres  start  oS  irom  their  pos- 
terior margins,  at  different  levels,  which  wind  round 
more  rapidly  to  the  back  and  meet  (or  decussate)  in  the 
middle  line  posteriorly.  The  highest  of  these  fibres  come  off 
from  the  lateral  bands  near  their  upper  ends,  and  pass  back 
forming  veiy  open  Vs  immediately  below  the  "  oesophageal 
portion "  of  the  inferior  constrictor,  while  the  succeeding 
fibres  form  more  and  more  acute  Vs,  until  they  finally  fit 
into  the  angle  between  the  two  longitudinal  bands  where 
these  meet  below.  This  arrangement  will  be  made  clearer  on 
referring  to  Fig.  1,  which  gives  a  posterior  view  of  the  upper 
.end  of  the  oesophagus. 

Such  is  the  arrangement  of  these  fibres,  but  it  must  how- 
•ever  be  understood  that  they  form  an  extremely  thin  and 
scant  layer,  but  imperfectly  hiding  the  circular  fibres  which 
really  fill  up  the  V-shaped  gap  between  the  lateral  bands. 

There  still  remains  for  us  the  second  (question — How 
exactly  do  the  circular  fibres  end  above? 

By  dividing  the  larynx  and  trachea  along  the  middle  line, 
and  with  them  the  anterior  wall  of  the  oesophagus,  and 
removing  the  mucous  membrane  and  submucosa,  it  can  be 
shown  that  the  circular  fibres  at  the  back  of  the  oesophagus 
pass  into  continuity  Avith  the  deeper  fibres  of  the 
"oesophageal  portion  "  of  the  inferior  constrictor ;  and  it  is 
difficult  on  inspecting  this  part  (posterior  wall)  alone  to  tell 
where  one  ends  and  the  other  begins.  On  passing  round  to 
the  lateral  and  anterior  aspects,  however  (Fig.  3),  the  highest 
circular  fibres  of  the  oesophagus  can  be  easily  determined, 
and,  as  pointed  out  aboycj  they  will  be  found  joining  the 
lateral  margins  of  the  common  tendon  (C,  Fig.  3).  Indeed 
those  upper  fibres  just  referred  to,  seem  to  fonUi^a.  transi- 
tional stage,  between  the  ordinar^^  circular  fibres  of  the 
oesophagus,  and  the  "oesophageal  portion"  of  the  inferior 
constrictor. 
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It  will  sometimes,  but  not  invariably,  be  found  on  making 
the  above  dissection  that  the  highest  and  deepest  circular 
fibres  of  the  oesophE^gus  on  this  aspect  shoiw  a  slight 
obliquity  (the  fibres  sloping  a  little  upwards  as  they 
approach  the  middle  line)  with  a  tendency  to  a  faint  decus- 
sation (E,  Fig.  5).  On  each  side  of  the  middle  line  the 
fibres,  apparently  after  decussating,  are  connected  with  two 
thin  flat  muscular  slips  (D,  Fig.  5),  which  arise  one  on  each 
side,  about  the  level  of  the  middle  of  the  thyroid  ala,  from 
the  elastic  tissue  of  the  submucosa  (the  pharyngeal 
aponeurosis),  is  which  the  palato-pharyngeus  muscles  (B, 
Fig.  5)  end  inf eriorly.  With  these  latter  muscles  the  two 
little  slips  referred  to  (and  which  constitute  a  pair  of 
phai^ngo-oesophageal  muscles)  are  at  least  in  functional 
continuity ;  and  their  use  is  apparently  to  fix  the  circular 
fibres  of  the  oesophagus  posteriorly.  Two  somewhat  similar 
but  much  smaller  slips  (E,  Fig.  3,  F,  Fig.  5)  are  occasion- 
ally found  passing  downwards  and  backwards  from  the  mar- 
gin of  the  common  tendon  to  the  circular  fibres.  These  two 
sets  of  slips  are  the  only,  and  very  slight,  foundation  which 
I  can  find  for  the  third  layer  of  muscular  fibres,  described  by 
some  authors,  in  the  upper  part  of  the  gullet. 

If  we  follow  the  highest  circular  fibres  round  to  the  side 
we  will  find  that  they  do  not  meet  in  front-  (I  refer  now  to 
the  very  highest  bundles  of  this  layer  for  a  distance  of  only 
about  one-sixteenth  of  an  inch  from  the  termination  of  the 
layer.)  Instead  of  meeting  in  front,  when  they  reach  the 
antero-lateral  aspect  of  the  tube,  they  run  up  along  the  outer 
margin  of  the  longitudinal  bands,  now  come  to  the  front, 
and  join  the  outer  edge  of  their  common  tendon,  through 
which  they — as  well  as  the  longitudinal  fibres — are  attached 
to  the  top  of  the  vertical  ridge  of  the  cricoid. 

The  fibres  immediately  beneath  these  just  described  meet 
in  front,  having  previously  crossed  the  posterior  aspect  of 


By  Dr.  A.  Birmingham.  429 

the  end  of  the  longitudinal  bands,  and  thus  form  complete 
rings  (see  above  D,  in  Fig.  3). 

Briefly,  then,  it  may  be  said  that  the  circular  fibres  of  the 
oesophagus  end  as  follow: — Posteriorly  by  becoming  con- 
tinuous with  the  corresponding  fibres  of  the  oesophageal 
portion  of  the  inferior  constrictor ;  on  the  lateral  aspect  the 
highest  fibres  form  a  small  bundle,  which  is  united  on  each 
side  to  the  margin  of  the  common  tendon  of  the  longitudi- 
nal fibres,  and  thus  to  the  cricoid ;  whilst  anteriorly,  they 
grow  gradually  thinner,  and  finally  cease  a  little  below  the 
level  of  the  junction  of  the  longitudinal  bands  with  their 
common  tendon  (see  Fig.  3). 

A  very  good  demonstration  of  the  two  bands  of  the 
longitudinal  fibres,  of  their  meeting  above  on  the  anterior 
aspect  of  the  tube,  and  of  their  connection  with  the  tendon 
which  attaches  them  to  the  cricoid,  can  be  obtained  by 
dividing  the  oesophagus  4  or  5  inches  below  the  cricoid, 
clearing  its  anterior  surface,  and  separating  it  from  the 
trachea  and  higher  up  from  the  cricoid,  the  latter  operation 
being  facilitated  by  cutting  the  lowest  fibres  of  the  constric- 
tor on  each  side.  On  first  making  this  dissection  one  is 
rather  surprised  perhaps  to  find  that  the  oesophagus  can  be 
easily  separated  from  the  back  of  the  cricoid  almost  as  far  as 
its  superior  border,  displaying  the  posterior  crico-arytenoid 
muscle  fully,  while  leaving  the  oesophagus  intact ;  and  per- 
haps also  at  finding  that  the  anterior  wall  of  the  tube  is 
tendinous  at  its  upper  end,  that  is,  opposite  the  back  of  the 
cricoid. 

A  more  striking  demonstration  still  is  got  by  slitting  up 
the  posterior  wall  of  the  lower  poortion  of  the  pharynx,  and 
upper  part  of  the  oesophagus,  pinning  out  the  sides  and  re- 
moving the  mucous  membrane  and  submucosa  with  the 
greatest  care  from  the  anterior  wall.  The  upper  termination 
of  the  circular  fibres,  and  the  ending  of  the  longitudinal 
fibres  on  the  tendinous  band  running  up  to  the  top  of  the 
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cricoid  as  in  Fig.  3  are  shown  in  a  very  distinct  and  interest- 
ing way. 

In  most  specimens  it  will  be  found  that  a  few  slips  of  the 
longitudinal  fibres  are  attached  to  the  back  of  the  trachea, 
And  higher  up  to  the  connective  tissue  over  the  lower  end  of 
ihe  ridge  of  the  cricoid. 

Summary. 

The  longitudinal  fibres  of  the  oesophagus  do  not  divide 
above  into  three  bands — an  anterior  and  two  lateral — as 
usually  described.     At  a  point  on  the  back  of  the  tube  about 
\\  inches  below  the  cricoid   the  longitudinal  fibres  of  each 
lateral  half  diverge  from  one  another  forming  two  "  longi- 
tudinal bands"  with  a  V-shaped  interval  between  them. 
These  two  bands  gradually  wind  upwards  and  forwards  round 
the  side  of  the  CBsophagus,  pass  up  beneath  the  lower  margin 
of  the  inferior  constrictor  (with  which  a  few  of  the  fibres  may 
be  connected  by  fibrous  tissue)  and  coming  to  the  front  meet, 
but  do  not  unite,  and  end  somewhere  below  the  middle  of  the 
cricoid,  on  a  short  common  tendon  about  J  of  an  inch  wide, 
which  is  attached  above  to  the  upper  end  of  the  vertical 
liidge  on  the  back  of  the  cricoid.     In  describing  the  longi- 
tudinal fibres  it  is  preferable  to  trace  them  from  the  com- 
^non  tendon  downwards,   spreading  dorsalwards  and  meet- 
ing \\  inches  below  the  cricoid,  &c.     The  V-shaped  interval 
between  the  diverging  bands  is  filled  by  the  circular  fibres 
of  the  oesophagus  thinly  covered  over,  below  by  irregular 
pinnately  arranged  or  decussating  fibres  derived  from  the 
longitudinal  layer,  and  above  by  the  overlapping  lower  edge 
of  the  "  oesophageal  portion  "   of  the  inferior  constrictor, 
with  which  the  circular  fibres  blend. 

The  circular  fibres  end  superiorly — at  the  back,  by  blend- 
iing  with  the  fibres  of  the  oesophageal  portion  of  the  inferior 
constrictor;  at  the  sides  the  highest  bundle  is  prolonged 
forwards  to  the  outer  margin  of  the  common  tendon  of  the 
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longitudinal  fibres ;  whilst  in  front  they  gradually  thin  off 
and  finally  ceaae  a  little  distance  below  the  middle  of  the 
cricoid. 

The  lower  or  "  oesophageal "  portion  of  the  inferior  con- 
strictor differs  from  the  rest  of  that  muscle  in  that  its  fibres 
are  continuous  from  side  to  side  and  do  not  decussate  or  join 
the  raphe.  It  is  apparently  transitional  between  the  circu- 
lar fibres  of  the  oesophagus  and  the  inferior  constrictor 
proper. 

;  On  carefully  removing  the  mucous  membrane,  &c.,  from 
the  back  of  the  tube  at  its  junction  with  the  pharynx,  there 
are  generally  found,  running  downwards  and  inwards  on  each 
side  of  the  middle  line,  a  few  thin  aod  scattered  muscular 
bundles,  constituting  a  pharyngo-cesophageal  muscle,  which 
arises  above  from  the  tissue  in  which  the  palato-pharyngeus 
ends,  and  terminates  below  by  decussating  with  its  fellow 
and  joining  the  circular  fibres  near  the  upper  end  of  th6 
CBSophagus,  which  fibres  it  helps  to  fix. 


THE  ARRANGEMENT  OF  THE  MUSCULAR  FIBRES 

OF  THE  STOMACH. 

By  a.  BIRMINGHAM,  M.D. ; 

Professor  of  Anatomy,  Catholic  Univerutj. 
[Head  in  the  Section  of  Anatomy  and  Physiology,  June  8,  1898.] 

A  SHORT  time  ago,  when  making  a  careful  dissection  of  a 
Btomacli,  in  which  the  muscular  fibres  were  particularly  well 
developed,  I  was  surprised  to  find  that  the  arrangement  of 
these  fibres  differed  in  several  important  details  from  the 
descriptions  found  in  all  our  text-books,  I  believe  without 
exception.  My  attention  having  been  directed  to  the 
matter,  I  examined  a  number  of  stomachs^  and,  as  each 
corroborated  the  evidence  of  the  first,  I  have  come  to  the 
conclusion  that  our  current  descriptions  of  the  muscular 
coat  of  this  organ  are  at  variance  with  the  facts  that  can  be 
brought  out  by  a  careful  dissection  in  any  ordinary 
stomach,  the  muscular  coat  of  which  is  fairly  well  developed, 
particularly  if  it  has  not  been  artificially  thinned  out  by 
post-niortem  over-distension  for  the  purpose  of  facilitating 
dissection,  or  otherwise. 

As  an  example  of  the  text-book  description,  I  shall  give  a 
sximmary  of  the  account  of  the  muscular  coat  found  in  the 
tenth  edition  of  Quain's  Anatomy,  with  which  account,  I 
may  add,  our  other  text-books  practically  agree. 

Quain's  description  is  as  follows: — The  muscular  coat 
consists  of  three  sets  of  fibres  disposed  in  layers  and  named, 
from  their  direction,  the  longitudinal,  the  circular,  and  the 
oblique  fibres. 

The  longitudinal  fibres  are  continuous  with  those  of  the 
cesophagus.  They  spread  out  in  a  radiating  manner  from 
the  cardiac  orifice,  and  are  found  in  greatest  abundance 
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along  the  curvatures,  especially  the  lesser  one.  On  the 
anterior  and  posterior  surfaces  they  are  thinly  scattered,  or 
scarcely  to  be  found,  but  are  well  marked  and  form  a  thick 
uniform  layer  near  the  pylonis. 

The  circular  fibres  form  a  complete  layer  over  the  whole 
extent  of  the  stomach.  "They  commence  by  small  and 
thinly  scattered  rings  at  the  extremity  of  the  great  ad-^ie- 
sac,  describe  larger  and  larger  circles  as  they  surround  the 
body  of  the  stomach  at  right  angles  to  its  curved  axis,  and 
towards  the  pyloric  end  again  form  smaller  rings,  and  at 
the  same  time  become  much  thicker  and  stronger  than  at 
any  other  point.  At  the  pylorus  itself  they  are  gathered 
into  a  thick  bundle,  which  fortns  within  a  circular  fold  of 
mucous  membrane — the  pyloric  sphincter.  Some  of  the 
circular  fibres  appear  to  be  continued  from  those  of  the 
oesophagus,  spreading  from  its  right  side." 

"  The  innermost  muscular  layer  is  incomplete  and  consists 
of  the  oblique  fibres.  These  are  continuous  with  the  circu- 
lar fibres  of  the  gullet,  at  the  left  of  the  cardiac  orifice, 
where  they  form  a  considerable  stratum ;  from  that  place 
they  descend  obliquely  on  the  anterior  and  posterior  sur- 
faces of  the  stomach,  where  they  spread  out  from  one 
another,  and,  taking  the  direction  of  the  circular  fibres, 
gradually  disappear  on  the  greater  curvature." 

Taking  as  the  basis  of  my  description  the  usual  division 
of  the  muscular  coat  into  three  lavers — an  outer,  a  middle, 
and  an  internal — I  have  invariablv  found  in  stomachs,  suit- 
able  for  a  proper  dissection  of  this  coat,  the  following  ar- 
rangement, wliich  is,  I  would  submit,  the  true  disposition 
of  these  layers. 

The  outer  or  layer  of  longitudinal  fibres : — As  regards 
these  fibres  I  have  little  to  say  that  does  not  agree  with  the 
usual  accounts  in  our  text-books.  Its  fibres  are  of  course 
continuous  with  the  longitudinal  fibres  of  the  oesopha^s, 
and  they  form  on  each  curvature,  but  particularly  on  the 
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lesser,  a  well-marked  la^e:   of  niimeraus  distinct  bundles 
whieli  thin  oft  as  the  two  surfaces  are  reached.     The  layer 
e::ists  nevertheless  over  the  greater  part  of  these  surfaces  as 
a  very  thin  sheet,  the  fibres  being  less  distinctly  longi- 
tudinal in  places — particularly  near  the  middle  of  the  sur- 
Taces  beneath  the  cardia — than,  in  the  neighbourhood  of 
the  curvatures  (C,  Fig.  1).     The  fibres  from  the  right  side  of 
the  oesoj)liagus  pass  along  the  lesser  curvature,  whilst  those 
from  the  left  side  can  be  traced  over  the  summit  of   the 
fundus,  and  along  the  great  curvature  to  the  pylorus,  some 
(Ji stance  from  which  the  fibres  of  the  two  curvatures,  spread- 
ing out,  meet  and  form  a  continuous  and  woU-deveioped 
layer,  of  nearly  equal  thickness,  all  round  the  narrow  end  of 
the  stomach.     The   fibres   on  the  front  and   back  of  the 
(esophagus  pass  to  the  corresponding  surfaces  of  the  stomach, 
some  arching  towards  the  right,  and  others,  which  are  more 
numerous,  towards  the  left. 

These  latter,  as  thev  run  downwards  and  to  the  left,  become 
mixed  to  a  greater  extent  than  wotdd  appear  on  viewing  the 
surface  of  the  outer  layer,  with  the  underlying  fibres  of  the 
next  layer,  which  at  this  part  of  the  stomach  are  passing 
in  an  almost  similar  direction  (J,  Fig.  1  ;  N,  Fig.  2),  and 
which  form,  as  will  be  explained  below,  the  left  limit  of  the 
middle  layer,  as  they  sweep  from  the  right  side  of  the 
oesophagus  downwards  and  towards  the  left  on  the  two  sur- 
faces of  the  stomach  (X,  Fig.  2).  Between  these  oesophageal 
fibres,  sweeping  to  right  and  left,  there  is  an  area  on  each 
surface  some  distance  below  the  cardia,  in  which  the  fibres 
of  this  layer  are  irregular  or  wanting. 

Fig.  1  gives  a  good  idea  of  the  general  arrangement  of 
this  layer,  but  it  should  be  pointed  out  that  many  of  the 
fibres  at  J  in  Fig.  1,  which  appear  to  be  continuous  with 
the  longitudinal  fibres  of  the  oesophagus,  really  belong  to  the 
middle  layer,  as  can  be  shown  by  pulling  off  the  longitudinal 
fibres  as  they  descend  from  the  oesophagus. 
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The  middle  layer ; — The  fibres  of  this  layer  are  said — as 
shown  in  the  quotation  given  above  -to  commence  in  the 
form  of  circles  at  the  fundus,  and  to  extend  as  a  series  of 
rings  surrounding  the  stomach  in  its  whole  length,  as  far 
as  the  pylorus,  where  they  are  thickened  to  form  the 
pyloric  sphincter.  AYith  this  I  cannot  agree.  An 
obvious  objection  to  such  a  description  of  the  layer — apart 
from  the  fact  that  such  an  arrangement  cannot  be  shown  by 
dissection — is  the  difficulty  or  the  impossibility  of  tracing 
the  continuity  between  fibres  so  disposed  and  the  circular 
fibres  of  the  cesophagas — a  difficulty  which  is  got  over  in 
some  descriptions  by  avoiding  the  question  altogether,  and 
simply  stating  that  the  fibres  of  the  internal  or  oblique  layer 
are  continuous  with  the  circular  fibres  of  the  oesophagus, 
while  the  circular  fibres  are  allowed  to  commence  on  their 
own  account  at  the  fundus,  no  connection  of  anv  kind  with 
th.  cesophagus  being  mentioned. 

The  current  description,  as  quoted  above,  is  practically 
correct  in  so  far  as  it  relates  to  the  portion  of  the  layer  which 
lies  to  the  right  of  the  oesophagus.  That  part  of  it,  how- 
ever, which  refers  to  the  portion  of  the  layer  on  the  left  of 
the  oesophagus,  is  entirely  inaccurate,  for  the  very  simple 
reasons  that  practically  no  fibres  of  the  layer,  at  least  no 
annular  fibres,  are  found  to  the  left  of  the  cardia,  and  the 
fibres  which  form  rings  round  the  wide  end  of  the  stomach, 
commencing  at  the  fundus,  really  belong  to  the  internal  or 
oblique  and  not  to  the  circular  layer  of  the  muscular  coat. 

The  arrangement  of  the  fibres  of  this  coat  will  be  most 
easily  understood  if  I  begin  their  description  at  the  pyloric 
-end,  and  follow  them  towards  the  opposite  extremity  of  the 

stomach. 

At  the  pylorus,  as  usually  described,  the  fibres  are  nume- 
rous and  well-developed,  constituting  the  pyloric  sphincter, 
which  surrounds  this  aperture  in  the  form  of  a  distinct  and 
stout  muscular  ring.     In  the  adjacent  narrow  portion  of  the 
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stomach  the  fibres  are  well  developed,  and  the  resulting 
rings  are  numerous  and  closely  placed.  As  we  pass  on 
towards  the  left  the  layer  becomes  thinner  and  the  rings 
correspondingly  fewer,  but  they  still  form  a  distinct  and  well 
defined  continuous  layer,  the  fibres  of  which  can  be  easily 
seen  through  the  peritoneum,  forming  very  symmetrical 
rings,  disposed  at  right  angles  to  the  long  axis  of  the  organ. 
This  regular  arrangement  is  continued  as  far  as  the  region 
of  the  oesophagus,  where  it  is  interrupted.  Here  the  upper 
portion  of  the  rings,  as  they  cross  the  lesser  curvature 
of  the  stomach,  "  hitch "  against  the  termination  of  the 
oesophagus  and  are  prevented  as  it  were  from  parsing  any 
further  to  the  left,  whilst  the  lower  portions  of  these  fibres — 
namely,  those  on  the  surfaces — radiate  from  the  right  side  of 
the  cardia  (where  they  are  more  or  less  heaped  up  against 
the  oesophagus)  downwards  and  towards  the  left,  with  varj^- 
ing  degrees  of  obliquity,  across  the  surfaces  of  the  stomach. 
Thev  finallv  end  on  these  surfaces  a  little  to  the  left-  of  the 
line  of  the  oesophagus,  where  they  blend  with  the  overlying 
longitudinal  fibres,  passing  downwards  and  to  the  left  from 
the  front  of  the  oesophagus  (Fig.  2),  and  in  part,  turn  down 
towards  the  greater  curvature  and  join  thle  underlying 
circular  fibres  of  the  internal  layer — a  termination  similar  to 
that  of  the  oblique  fibres  of  the  internal  layer.  These  fibres 
of  the  middle  layer,  which  I  have  just  described  as  radiating 
from  the  right  side  of  the  oesophageal  orifice,  pass  by  a 
gradual  transition  on  the  right  side  into  the  ordinary  circu- 
lar rings  of  the  stomach,  without  any  sudden  change  in  their 
direction  (Fig.  2) ;  while  tracing  them  onwards  towards  the 
left  they  will  be  found  to  become  gradually  more  oblique, 
passing  from  the  right  edge  of  the  cardia  to  higher  and 
higher  portions  on  the  two  surfaces,  until  finally,  becoming 
horizontal  (E.  Fig.  2),  they  pass  into  the  most  superficial  of 
the  circular  fibres  of  the  oesophagus. 

Tills  arrangement   can   be   reproduced  diagrammatically 
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by  taking  a  distended  stomacli  with  portion  of  the  oesopha- 
gus attached,  and  passing  on  to  it  over  its  pyloric  end  a  large 
number  of  elastic  rings  to  represent  the  circular  fibres.  In 
the  neighbourhood  of  the  pylorus,  and  the  adjacent  parts  of 
the  stomach,  the  rings  should  be  disposed  in  a  continuous 
series  at  right  angles  to  the  long  axis  of  the  stomach  until 
the  oesophagus  is  reached.  The  next  ring  after  this,  having 
been  passed  over  the  pyloric  end,  shoidd  be  drawn  across  the 
stomach  until  its  upper  end  is  caught  by  the  oesophagus, 
its  lower  end  should  then  be  moved  a  little  war  towards  the 
fundus,  the  succeeding  ring  having  been  carried  as  far  as 
the  oesophagus  above,  shoidd  have  its  lower  end  drawn 
still  further  to  the  left,  and  so  on  until  finally  a  ring  is  put 
on  which,  when  its  upper  end  hitches  against  the  oesophagus, 
has  its  lower  end  carried  to  the  left,  right  over  the  fundus, 
so  that  it  will  come  to  lie  as  a  band  round  the  termination 
of  the  oesophagus  (Fig.  2). 

It  should  be  added  that,  unlike  the  elastic  bands  in  the 
arrangement  just  described,  the  fibres  which  radiate  from 
the  right  side  of  the  oesophagus,  downwards  and  to  the  left, 
across  the  two  surfaces  of  the  stomach,  do  not  form  com- 
plete rings,  but  having  blent  to  some  extent  with  the 
overlying  prolongations  of  the  longitudinal  fibres  of  the 
oesophagus  on  the  front  and  back  of  the  stomach  (which  are 
running  in  the  same  direction)  they  become  lost  on  the 
surfaces  and  cannot  be  followed  to  the  region  of  the  great 
curvature. 

The  internal  layer. — ^As  I  traced  the  circular  fibres  from 
the  pylorus,I  may,  for  convenience,  trace  these  fibres  from  the 
fundus,  for  they  are  arranged  on  the  portion  of  the  stomach 
which  lies  to  the  left  of  the  oesophagus,  in  practically  the 
same  manner  as  the  circular  fibres  are  arranged  on  the 
portion  of  the  stomach  to  the  right  of  the  oesophagus.  They 
begin,  as  circles,  on  the  summit  of  the  fundus  (Fig.  3), 
whence,  forming  larger  and  larger  circles,  they  pass  to  the 
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right  in  the  foi-m  of  rings  encircling  the  wide  end  of  the 
stomach,  and  disposed  at  right  angles  to  the  long  axis  of 
this  part  of  the  organ.  When  they  reach  the  left  side  of 
the  cesophagus,  the  upper  ends  of  the  rings  "  hitch  "  against 
it  (an  arrangement  similar  to  that  described  on  the  opposite 
side  of  this  tube  in  connection  with  the  middle  layer),  whilst 
the  re*>t  of  the  rings  radiate  with  increasing  degrees  of 
obliquity  from  the  left  side  of  the  cardia,  across  the  two  sur- 
faces, as  the  well-known  and  commonly  described  "  oblique 
fibres"  of  the  stomach  (Fig.  3).  Of  these  fibres  those 
nearest  to  the  fundus  run  with  a  very  slight  degree  of 
obliquity,  for  the  transition  from  the  fibres  which  form 
rings  round  the  wide  end  to  the  well-known  oblique 
fibres  is  very  gradual.  The  next  fibres  are  more 
distinctly  oblique,  and  are  carried  a  considerable  distance 
towards  the  pyloric  end,  whilst  the  succeeding  and  highest 
fibres  run  nearly  parallel  to,  and  no  great  distance  from,  the 
lesser  curvature,  reaching  almost  as  far  as  the  antrum 
pylori.  Above  this  (K,  Fig.  3)  the  oblique  fibres  are  con- 
tinuous with  the  deeper  circular  fibres  of  the  oesophagus. 

It  should  be  pointed  -out  here  that  the  circular  fibres  at 
the  termination  of  the  oesophagus  are  divisible  into  a  super- 
ficial set  continuous  with  the  fibres  of  the  middle  laj'er  of 
the  stomach,  which  radiate  from  the  right  side  of  the  cardia, 
and  a  deep  layer,  which  are  similarly  continuous  with  the 
oblique  fibres  of  the  internal  layer.  Not  that  these  two  sets 
of  the  circular  fibres  are  distinctly  separated  from  one 
another  in  the  oesophagus,  but  it  will  be  found,  on  removing 
the  longitudinal  fibres  at  the  lower  end  of  the  tube,  that  the 
circular  fibres  lying  immediately  beneath,  assume,  as  the 
stomach  is  approached,  an  oblique  direction,  the  rings 
which  these  fibres  form  slipping  down  at  the  left  side 
of  the  tube  on  to  the  stomach ;  below  this  thev  are  seen  to 
be  continuous  with  the  fibres  of  the  middle  layer  of  the 
muscular  coat  (E,  Fig.  2).     If  these   superficial   circular 
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fibres,  just  described,  be  removed,  it  will  be  seen  that  there 
lies  beneath  them  another  set,  the  deeper  circular  fibres, 
which,  becoming  oblique,  in  the  opposite  direction,  slip 
down  along  the  right  margin  of  the  oesophagus  as  the 
stomach  is  approached,  and  paas  into  the  oblique  fibres  of 
the  internal  layer  of  the  stomach  (K,  Fig.  3). 

It  will  be  remarked  that  in  both  the  middle  and  the  inter- 
nal layers  circular  and  oblique  fibres  are  found — the  circular 
fibres  surrounding  all  of  the  stomach  to  the  right  of  the 
oesophagus  in  the  middle  layer,  all  to  the  left  of  the  oeso- 
phagus in  the  internal  layer;  the  oblique  fibres  of  the 
middle  layer  radiate  from  the  right  margin  of  the  cardia 
downwards  and  to  the  left,  whilst  in  the  internal  layer  they 
radiate  from  the  left  margin  of  the  cardia  downwarfs,  and  to 
the  right,  in  each  case,  on  both  surfaces  of  the  stomach. 

The  termination  of  the  oblique  fibres  of  the  internal  layer 
I  found  corresponds  to  the  description  given  in  our  text- 
books. They  all,  so  far  as  I  can  make  out,  after  passing 
across  the  surfaces  of  the  stomach  obliquely  for  variable  dis- 
tances, turned  rather  abruptly  towards  the  great  curvature 
and  joined  the  circular  fibres  of  the  middle  layer  (M,  Fig.  3). 
As  pointed  out  above  at  least  some  of  the  oblique  fibres  of 
the  middle  layer  terminate  in  a  corresponding  fashion. 

Summary. 

The  musciQar  coat  of  the  stomach  consists  of  three  incom- 
plete layers — external,  middle,  and  internal. 

1.  The  external  layer  consists  as  usually  described  of 
longitudinal  fibres  continuous  with  those  of  the  oesophagus, 
best  marked  on  the  lesser  curvature,  when,  the  stomach  is 
distended,  also  well  seen  on  the  great  curvature,  and  near  the 
pylorus,  but  represented  in  practically  all  other  parts  by  a 
thin  layer,  the  fibres  of  which  are  irregular  on  the  two  sur- 
faces some  distance  below  the  cardia. 

2.  The  middle  layer  is  composed  of  circular  and  oblique 
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fibres;  the  former,  which  are  the  more  numerous,  are  found 
in  the  form  of  rings  surrounding  the  stomach  from  the 
sphincter  pylori,  which  they  form,  to  the  cardia.  Beyond 
this  the  layer  is  continued  for  some  distance  in  the  form  of 
oblique  fibres  which  radiate  from  the  right  side  of  the 
oesophageal  opening  above,  downwards  and  to  the  left  on  the 
two  surfaces  of  the  stomach.  These  fibres,  becoming  more 
and  more  oblique,  are  continued  above  into  the  superficial 
circular  fibres  of  the  lower  end  of  the  Gesophagus.  The 
fibres  of  this  layer  do  not,  as  usually  described,  encircle  the 
wide  end  of  the  stomach  with  a  series  of  rings ;  these  rings 
belong  to  the  next  layer. 

3.  The  internal  layer  is  composed,  like  the  middle  layer, 
of  circular  and  oblique  fibres,  but,  whilst  the  oblique  fibres 
ai*e  but  slightly  developed  in  the  middle  layer,  they  form 
an  important  part  of  the  internal  layer.  Beginning  as 
a  series  of  circles  at  the  summit  of  the  fundus,  the  layer 
extends  in  the  form  of  a  series  of  rings  disposed  at  right 
angles  to  the  axis  of  the  stomach,  as  far  as  the  cardia;  be- 
yond this  it  is  continued  by  a  number  of  fibres  which  radiate 
from  the  left  side  of  the  oesophageal  opening  downwards  and 
to  the  right  on  both  surfaces  of  the  stomach,  some  of  them 
reaching  almost  as  far  as  the  antrum  pylori.  These  fibres 
end  by  turning  abruptly  towards  the  great  curvature  and 
passing  into  the  circular  fibres  of  the  middle  layer.  The 
highest  of  these  oblique  fibres  pass  above  into  the  deeper 
circular  fibres  of  the  oesophagus, 
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